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Abstract
Voss, Jami Ann Costa. PhD. The University of Memphis. August, 2015.
Alternative sexual lifestyles: An exploration of client needs, therapist competencies, and
training. Major Professor: Dr. Sara K. Bridges.
Sex is a fundamental aspect of human functioning but a topic that often involves
myths, embarrassment, and silence, particularly related to alternative sexual behaviors,
such as consensual paraphilias; bondage and discipline, domination and submission,
sadism and masochism (BDSM); and polyamory. Because clients who live alternative
sexual lifestyles seek mental health services, it is important for clinicians to be prepared
to work with this population. This study used the Delphi method to understand the needs
of these clients from the perspective of those who currently work with this population as
well as the competencies and training necessary to be a kink aware professional.
Professionals who have expertise in working with clients who live alternative sexual
lifestyles were asked open-ended questions followed by rounds of surveys in order to
establish consensus. Participants agreed that kink clients come to therapy with unique
presenting concerns (e.g., discrimination, stigma) as well as similar presenting concerns
as their non-kink peers (e.g., depression, anxiety). Therefore, therapists need to be
skilled practitioners who are knowledgeable about alternative sexual lifestyles.
Additionally, participants agreed that therapist cultural competency, positive attitudes,
comfort with sexual topics, and knowledge of their competency limits are important for
work with this population. Participants reported limited availability of training related to
alternative sexual lifestyles but identified several formal and informal sources of
information, such as professional conferences, readings, courses, and community events
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for alternative sexual lifestyles, as ways therapists can increase their competency.
Limitations and future directions were also discussed.
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Chapter 1
Introduction
Sex is a fundamental aspect of human development and functioning (Fyfe, 1980).
Yet, although sex is a universal experience and aspects of it are frequently displayed in
the media, sexuality remains a topic that involves myths, fear, embarrassment, and
silence (Evans, 2000; Kleinplatz, 2009; Pukall, 2009). Our society’s discomfort with sex
is evident in its separation and distinction of sex from other areas of life; for example, sex
toys, sex stores, sex books, sex education, and sexual health are separated and made
distinct from other types of toys, stores, books, education, and health (Pukall, 2009).
Even after sex came into focus in medicine and psychology through the work of Freud,
Kinsey, and Masters and Johnson, negative, biased, and incorrect messages are still
prevalent (Evans, 2000). The propagation of these messages is enhanced by the sheer
lack of positive sexuality education present from elementary schools all the way through
to professional training in medicine or psychology.
Indeed, therapists are not immune to the impact of a sex-negative society that
fosters ignorance, myths, fear, shame, and silence (Evans, 2000; Kleinplatz, 2009; Pukall,
2009). Because therapy is not value free, particularly when it comes to sex (Ford &
Hendrick, 2003), therapists who adhere to these societal norms, and even those who do
not, can unintentionally influence and possibly harm clients (Evans, 2000; Kleinplatz,
2009; Pukall, 2009).
One area where sexual bias and negative stereotypes remain evident in
psychology includes the understanding and treatment of alternative sexual lifestyles, such
as the existence of consensual paraphilias; bondage and discipline, domination and
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submission, sadism and masochism (BDSM); and polyamory. Studies indicate these
sexual lifestyles are often stigmatized and misunderstood by society (Brown, 2010;
Jenks, 1998) and professionals (Ford & Hendrick, 2003; Kolmes, Stock, & Moser, 2006;
Nichols, 2006). Some mental health practitioners do identify as “kink aware”, meaning
they consider themselves to be knowledgeable and accepting regarding all types of
sexuality (National Coalition for Sexual Freedom [NCSF], 2012) and there are resources
available to assist individuals in identifying kink aware therapists, including Kolmes and
Weitzman’s (2010) A Guide to Choosing a Kink-Aware Therapist available to the public
through the NCSF website. However, many professionals may not, in fact, have the
specialized knowledge needed to competently work with individuals who identify as
being part of the alternative sexual lifestyle community (Kolmes et al., 2006), and the
NCSF does not have a screening process in place to verify competency (NCSF, 2012).
This can make it difficult for those in the general public to feel comfortable disclosing
their sexual behavior and addressing any related concerns in therapy.
Negative perceptions and misconceptions related to alternative sexual lifestyles
include assumptions that those who participate in these behaviors are mentally unhealthy
and suffered childhood abuse or have characteristics such as being self-destructive,
exploitive, addictive, drug/alcohol abusers, immoral, and abusive (Bridoux, 2000; Jenks,
1998; Nichols, 2006). However, research suggests those who participate in alternative
sexual behaviors have similar levels of mental health (Connolly, 2006; Jenks, 1998) and
marital stability (Jenks, 1998; Rubin & Adams, 1986) as those whose sexual behavior is
consistent with traditional sexual behaviors and values. Barker (2005) and Rubin (2001)
suggest that stigma related to alternative sexual lifestyles remains because these
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expressions of sexuality challenge society’s ideals, particularly heterosexuality,
monogamy, and traditional gender roles.
Clinicians self-report acceptance of a broad range of sexual behaviors and
lifestyles (Ford & Hendrick, 2003; Roman, Charles, & Karasu, 1978), supporting some
(e.g., premarital intercourse, oral sex) more than others (e.g., group sex), and endorsing
acceptance of behavior in others more than the same behavior in themselves (Roman et
al., 1978). As recently as 2003, clinicians expressed more comfort with sexual behaviors
consistent with traditional values, such as sex between married, monogamous adults
(Ford & Hendrick, 2003). Further, there was recently a debate over suggested revisions
related to sexual disorders in the newest version of the Diagnostic and Statistical Manual
(DSM-V) regarding what constitutes a sexual disorder versus a healthy expression of
sexuality and how clinicians should make this distinction. This reflects a slowly
changing yet still pathologized conceptualization of healthy sexuality and sexual
disorders (First, 2010; Wright, 2010). Difficulty distinguishing between healthy
sexuality and sexual disorders can contribute to misdiagnosis and negative or harmful
psychological treatment, all of which contributes to a general reluctance to seek
psychological help by those with alternative sexual lifestyles (Wright, 2008). However,
Wright (2010) noted around 500 individuals per year seek assistance from the NCSF due
to discrimination related to their participation in alternative sexual behavior. This
statistic highlights the need for those in the mental health field to prepare themselves to
be able to work with clients who live alternative sexual lifestyles. Further, as this number
reflects only those who reached out to the NCSF and not the total number of individuals

3

and families impacted by discrimination due to sexual behavior deemed as deviant, there
is even more need for practitioners to be well prepared to work with this population.
Several indicators point to the existence of a significant number of individuals
who identify as part of this population, including internet presence. Specifically, not only
are there a significant amount of pages specific to BDSM, some pages have similar
numbers of followers as those dedicated to lesbian, gay, bisexual and transgender
(LGBT) rights. Other paraphilias and polyamory also have many pages dedicated to
them with thousands of followers. Thus, based on the number of people who show
interest in alternative sexual lifestyles on the Internet, it is clear this is a population with
significant presence.
When clinicians ineffectively address or do not address sexual concerns of clients,
unintended harm and negative outcomes are likely (Harris & Hays, 2008). According to
Evans (2000), ignoring sexual concerns of clients hinders their ability to obtain
wholeness and wellness. Because sexual issues involve psychological, physical, and
spiritual dimensions, they often cannot be separated from other concerns brought into
therapy (Evans, 2000); therefore, therapists are likely to be faced with sexual concerns of
clients whether they are an initial presenting problem or not. Most health care
professionals (including medical and mental health providers) agree that sexual concerns
need to be part of holistic care of clients, and a high number of clinicians have reported
that clients discuss sexual health concerns (Haboubi & Lincoln, 2003). However, these
same clinicians report that they never or rarely ask clients about their sexual health and
that they are not comfortable addressing those concerns (Haboubi & Lincoln, 2003;
Reissing & Di Giulio, 2010).
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Reasons provided for why professionals are not likely to address sexual concerns
with clients include assumptions that clients would not expect them to address those
topics, viewing sexual concerns as not part of their job or not of clinical importance,
difficulty with language (e.g., using client’s terms while remaining professional), and
bias toward clients’ lifestyles (Evans, 2000; Magnan & Reynolds, 2006). In addition,
religious affiliation as well as political beliefs and gender were found to be related to
counselors’ willingness to address sexual concerns in counseling (Ford & Hendrick,
2003; Powell et al., 2011). Barriers that appeared most consistently were lack of comfort
with and lack of training for addressing those concerns (Bancroft, 2009; Ford &
Hendrick; Fyfe, 1980; Kazukauskas & Lam, 2010; Moser, 2009; Nasserzadeh, 2009;
Pukall, 2009), and these barriers seem to be interrelated (Bancroft, 2009; Kazuauskas &
Lam, 2010; Magnan & Reynolds 2006; Pukall, 2009).
In order for clinicians to avoid harming clients due to bias and ignorance, it is
important they learn about human sexuality (Bancroft, 2009; Fyfe, 1980; Kazukauskas &
Lam, 2010; Moser, 2009; Nasserzadeh, 2009; Pukall, 2009; Reissing & Di Giulio, 2010).
Willingness to explore clients’ sexual concerns in therapy was found to be related to
training variables, such as amount of sexuality training and type of training program
(Powell et al., 2011; Zwibelman & Hinrichsen, 1977), as well as perceived knowledge
and comfort related to sex education material (Harris & Hays, 2008; Weerakoon,
Sitharthan, & Skowronski, 2008). According to Evans (2000), genuine and therapeutic
discussions between counselors and clients are enhanced when counselors have the
ability and knowledge to discuss sex-related issues. Additionally, being able to talk
about sex comfortably is crucial for effective treatment (Bancroft, 2009; Harris & Hays,

5

2008; Pukall, 2009), and comfort is enhanced when clinicians have more positive
attitudes toward sex (Kazukauskas & Lam, 2010; Miller & Byers, 2008). However, at
this point, both medical and mental health practitioners lack training and education
regarding human sexuality (Haboubi & Lincoln, 2003; Humphrey, 2000) and feel neutral
about the helpfulness of the training they do receive to prepare them to address sexual
concerns sufficiently (Ford & Hendrick, 2003).
Human sexuality education is related to several positive changes in clinicians,
including increased knowledge and comfort as well as more positive attitudes related to
sexual topics. Evaluations of these programs tend to be positive, with students stating
they found the experience to be professionally and personally helpful (Fyfe, 1980).
Unfortunately, these programs are not common. When classes are offered, they tend to
be electives that are taught every other year (Humphrey, 2000). Wiederman and Sansone
(1999) found that around half of doctoral programs addressed some topics related to
sexuality in courses but only 11% had a course focused exclusively on human sexuality.
Training programs in psychology vary in the amount of emphasis they devote to sexual
topics. For example, clinical psychology programs were found to provide more training
than counseling and social work programs in addressing sexual topics, but the amount of
training targeting sexual topics in clinical programs has decreased in the last 20 years
(Asher, 2007). Because sexual concerns are not life-or-death problems but rather quality
of life concerns, and because there has been no widespread demand for sex education in
training programs, training in sexuality tends to be neglected (Moser, 2009; Pukall,
2009). In fact, often students do not take courses related to sexuality unless they are
required (Moser, 2009).
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The type of information presented in classes is another consideration when
examining training experiences related to sex. There are several common courses that
tend to address some aspect of sexuality. These include ethics courses, sex-specific
courses, diagnosis/DSM courses, and specialty courses (e.g., courses about disability and
aging). Sexual topics addressed in these classes vary, such as ethics courses instructing
clinicians not to have sex with clients; sex specific courses focusing mainly on sexual
dysfunctions and counselor comfort/attitudes; sexual disorders in diagnosis/DSM
courses; and how sex relates to the specific topic in specialty classes (e.g., disability and
sex; Ford & Hendrick, 2003; Gray, House, & Eicken, 1996). Alternative sexual lifestyles
tend to be addressed mostly in diagnosis courses or briefly in human sexuality courses.
However, Ford and Hendrick (2003) state that this is not sufficient and suggest that
psychology training programs should include more information related to sexuality.
Although alternative sexual lifestyles are not adequately addressed in training at
this time, several researchers and clinicians started exploring issues related to counseling
individuals who participate in alternative sexual behaviors. The few articles with this
focus explore the topics these clients bring to counseling (e.g., stigma, relationship issues,
negative emotional experiences, and identity; Bridoux, 2000; Jenks, 1998; Lawrence &
Love-Crowell, 2008; Nichols, 2006; Nichols & Shernoff, 2006); how clients cope with
stigma (e.g., reframing and concealment; Barker, 2005; Brown, 2010; Stiles & Clark,
2011); considerations when working with this population (e.g., boundaries, transference,
legal issues, and whether addressing the presenting concern necessitates an exploration of
sexual behavior and preference; Bridoux, 2000; Lawrence & Love-Crowell, 2008;
Nichols, 2006); and some general information regarding counselor characteristics and
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behavior that can lead to better counseling experiences (e.g., cultural competency,
acceptance, openness, and consultation; Lawrence & Love-Crowell, 2008). Although
there is some consensus among researchers related to these topics, no study has gathered
information from a group of experts related to sexually alternative lifestyles, or kink
aware professionals, regarding the specific needs of clients or explored the importance of
these various clinical considerations. Additionally, no studies have explored the training
opportunities available or needed to gain competency in working with this population.
Given that therapists express a lack of comfort and knowledge in working with
general sexual concerns in therapy, the lack of education and training for all sexual topics
and especially alternative sexual behaviors, and the stigma and misunderstanding
associated with alternative sexual lifestyles, it is vital to conduct studies in this area in
order to better meet the needs of clients. As already stated, few studies have explored the
needs of individuals who participate in alternative sexual behavior or ways that clinicians
can more effectively work with these clients. Additionally, no studies were found that
specifically examined the competencies and training needed for therapists to adequately
work with clients who participate in alternative sexual lifestyles. Therefore, the purpose
of this study is to add to the research on alternative sexual lifestyles by expanding the
exploration of the needs of these clients by exploring the perceptions of those who work
with this population and beginning to determine the competencies and training necessary
to be a kink aware professional.
The questions I attempt to answer in this study include: What do therapists who
treat clients who practice alternative sexual lifestyles perceive are the counseling needs of
individuals who participate in alternative sexual lifestyles? What competencies are
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necessary for therapists who work with individuals of alternative sexual lifestyles? What
training experiences assist in gaining increased competency for working with individuals
involved in alternative sexual lifestyles? What training opportunities were not available
in graduate programs and continuing education but would be important for increasing the
competency of therapists for working with individuals who participate in alternative
sexual lifestyles?
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Chapter 2
Literature Review
Sex is a topic that often involves discomfort, guilt, myths, fears, embarrassment,
and silence (Evans, 2000; Kleinplatz, 2009; Pukall, 2009). Evans (2000) provided
several examples of the myths that have been maintained throughout history and
explained that myths about sexuality can focus on sexual practices and/or gender
stereotypes. For example, people are sometimes exposed to myths regarding
masturbation (e.g., causes hairy hands, blindness, stupidity, and insanity) or harmful
messages about menstruation (e.g., menstruating women are unclean). These types of
myths tend to be transmitted through generations and continue to inform some cultural
beliefs, laws, and unhealthy practices. For example, it is against the law in some cultures
for menstruating women to engage in sexual activity. Additionally, in Western culture,
women may douche after menstruation as a way to cleanse though this can lead to
infections (Evans, 2000).
The Relationship Between Psychology and Sexuality
The field of psychology is influenced by the larger society, including attitudes and
beliefs about sexual behavior. An examination of how sex has been addressed in
psychology displays continued growth and understanding as well as sources of
misinformation that still influence psychology today. For example, although Freud
helped change Victorian beliefs about sexuality by stating women and children were also
innately sexual (Crooks & Baur, 2011), his ideas about sexuality also contributed to some
misconceptions. Freud considered sexual concerns to be symptoms of neurosis or an
expression of a deeper conflict in the client. Additionally, sexual concerns were thought
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to display a problem in psychosexual development that inhibited sexual maturity.
Psychoanalysis was used to discover the origin of the sexual concern (Southern & Cade,
2011). An example of the lasting impact of Freud’s theory can be seen in his statement
that there are two types of female orgasms: clitoral and vaginal. He described clitoral
orgasms as immature, and a woman’s inability to have an orgasm through penile-vaginal
intercourse was a sign that she had not matured sexually. Even today, sexual partners
struggle with feelings of inadequacy due to a woman’s “inability to achieve” orgasm and
a partner’s “inability to give” her an orgasm. This difficulty remains even though current
science suggests there is only one type of female orgasm that is experienced due to direct
or indirect stimulation of the clitoris (Colson, 2010).
The Kinsey reports of the 1940s and 1950s were important in gaining knowledge
about sexual behavior. The researchers interviewed over 10,000 men and women
regarding their sexual behavior, including fantasies, a variety of sexual acts,
masturbation, heterosexual and same-sex sexual behavior, and sadomasochism (The
Kinsey Institute, n.d.). The findings suggested there was a discrepancy between the
messages of society regarding normal sexual behavior and what people actually did. For
example, masturbation rates and same sex sexual contact of individuals surveyed were
higher than what society at that time of the surveys considered normal (Crooks & Baur,
2011; Southern & Cade, 2011). In the 1960s and 1970s, Masters and Johnson explored
human sexual functioning using scientific equipment. With information about human
sexual response, they created a way of working with clients that included education about
human sexuality and specific sexual techniques. Further, Kaplan combined medical
information and psychotherapy to address desire concerns in couples (Southern & Cade,
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2011). Due to these advances in science and psychology, therapists in the 70s began
addressing sexual dysfunction directly using behavioral homework and stressing
communication in couples. The work of these early sex therapists, specifically Kinsey
and Masters and Johnson, led to an increase in discussions of sexuality by the public and
has been identified as the catalyst for the creation of self-help books, radio/TV shows,
and magazines dedicated to sex that appeared in the 1980s (Binik & Meana, 2009;
Southern & Cade, 2011).
Even with this increased visibility of sex in society as well as increased
knowledge gained through science, negative, biased, and incorrect messages are still
prevalent and influenced by a society that is patriarchal, conservative, procreative, and
heterosexual. This informs how individuals experience sex and sexuality, including
inducement of possible trauma and feelings of guilt (Evans, 2000). This is especially
likely for those who engage in sexual activity that does not fit into what society views as
typical, such as those who participate in BDSM, open marriages, consensual fetishes, and
polyamory. For example, the experience of stigma that many individuals who participate
in alternative sexual lifestyles experience as well as the common psychological
experiences related to stigma have been well documented (Bezreh, Weinberg, & Edgar,
2012; Brown, 2010).
Alternative Sexual Lifestyles
There are a variety of sexual behaviors that fit under the broad category of
alternative sexual lifestyles, including polyamory, BDSM, swinging, open marriages, and
consensual paraphilias. Polyamory is defined as “a relationship orientation that assumes
that it is possible [and acceptable] to love many people and to maintain multiple intimate
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and sexual relationships” (Barker, 2005, p. 75) as a committed unit. This is different
from swinging, or exchanging sexual partners exclusively for sexual reasons (Jenks,
1998), and open relationships, where one or both members of the couple establish
relationships outside and separate from the dyadic relationship (Kassoff, 1989). The
differences in these three types of relationships primarily stem from the level of
commitment and partner involvement in the relationships. For example, multiple
members are equally or nearly equally committed to all other members in a polyamorous
relationship while open relationships involve partners who are not committed to, or are
minimally involved with, their partners’ other relationships. BDSM is a “collective term
that refers to erotic behavior involving bondage and discipline, dominance and
submission, sadism and masochism, and/or a slave and master relationship” (Connolly,
2006, p. 80). The definition of a fetish is when “non living objects are used as the
exclusive or consistently preferred method of stimulating sexual arousal”, with a wide
variety of possible fetish items, such as articles of clothing or body parts other than
genitals (Lowenstein, 2002, p. 135). BDSM and fetishes are considered subcategories of
paraphilias, which is sexual arousal in response to atypical sexual behavior and can
include coercive (e.g., voyeurism, exhibitionism) and noncoercive (e.g., festishes, sexual
sadism, sexual masochism) behaviors (Crooks & Baur, 2011). Although the term “kink”
often refers to the BDSM community exclusively, some consider it a “generic term … to
incorporate all sexual practices beyond plain vaginal, oral or anal sex” (Bridoux, 2000, p.
23). This broader definition of the word kink will be used throughout this study, as well
as the use of the phrase “kink aware professionals” to refer to those who are
knowledgeable regarding all forms of sexual expression, not only BDSM.
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Although it is difficult to provide estimates suggesting the number of individuals
who live alternative sexual lifestyles is increasing, it is also difficult to deny it is a large
enough population to warrant the attention of mental health professionals, particularly
due to the likelihood of experiencing negative reactions related to stigma. An exploration
of the internet presence of this community using Facebook pages with a focus on BDSM
yielded a seemingly endless list. Additionally, one group for BDSM had nearly 35,000
“likes” and over 1,000 people talking about it. This is comparable to the list of LGBT
pages, and specifically the LGBT rights Facebook page, which displays nearly 38,000
“likes” and just over 5,000 people talking about it. Similarly, a Facebook page dedicated
to polyamory obtained nearly 8,000 “likes”, and there is a strong presence for all types of
fetishes and paraphilias in the Facebook community. This is only one indication of the
existence of a significant amount of people who identify as living an alternative sexual
lifestyle but it further displays the importance of clinicians being aware of the presence
and needs of this community in order to competently work with these clients when they
seek counseling.
In addition to the number of individuals who identify as living an alternative
sexual lifestyle, the number of individuals who seek assistance from the NCSF due to
discrimination related to their participation in alternative sexual behavior displays the
likelihood that members of this community will seek counseling. Similar to other sexual
topics, studies indicate these sexual lifestyles are stigmatized and misunderstood by
society (Brown, 2010; Jenks, 1998) and professionals (Ford & Hendrick, 2003; Kolmes
et al., 2006; Nichols, 2006). Negative perceptions and misconceptions related to
alternative sexual lifestyles include assumptions about those who participate as well as
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the actual sexual behavior. For example, those who participate are perceived as being
mentally ill, substance abusers, victims of childhood abuse, sinful or immoral, and
deviant or different than others (Bridoux, 2000; Jenks, 1998; Nichols, 2006).
Specifically, Jenks (1998) found nonswingers assumed swingers were minorities, liberal,
Democrats, and different from themselves regarding other attitudes not related to sex or
sexuality. Additionally, the sexual behavior is often viewed as degrading, dangerous to
health, torturous or abusive, exploitive of submissive individuals, extreme, addictive, and
self-destructive (Bridoux, 2000; Nichols, 2006).
However, research suggests that those who participate in alternative sexual
behaviors have similar levels of mental health (Connolly, 2006; Jenks, 1998) and marital
stability (Jenks, 1998; Rubin & Adams, 1986) as those whose sexual behavior is
consistent with the dominant society’s expectations and values. For example, Connolly
(2006) had 132 individuals who participate in BDSM fill out measures used to diagnose
various psychological concerns, such as the Beck Depression Inventory and Minnesota
Multiphasic Personality Inventory. The researchers found that, although those who
participate in BDSM did display higher than average narcissism and dissociative
symptoms than those who do not, they did not display any specific patterns related to
mental health concerns. Additionally, BDSM was not found to relate to any
psychological disorders, including depression, anxiety, posttraumatic stress disorder, or
personality disorders, and there was not a significant difference between those who
participated in BDSM and those who did not in levels and types of trauma experienced
(Connolly, 2006). Similarly, in a longitudinal study comparing the marital stability of 32
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open and 23 exclusive couples, no statistically significant differences were found in the
amount of couples that remained together after 5 years (Rubin & Adams, 1986).
Regardless of evidence indicating people who participate in alternative sexual
lifestyles are not significantly different than those who do not in a variety of areas such as
mental health and relationship stability, individuals in this population continue to
experience stigma related to their sexual behavior. For example, Brown (2010)
conducted interviews with members of the BDSM community and discovered several
ways they experience stigma, including value diminishment (e.g., not being taken
seriously in roles such as student or patient once sexual activity was revealed); negative
public portrayal, such as in the media; mockery and shunning; and discrimination or
prejudice (e.g., denial of services, stereotyping, and scapegoating). Barker (2005) and
Rubin (2001) argue this stigma remains because these expressions of sexuality challenge
society’s ideals, particularly heterosexuality, monogamy, and traditional gender roles.
Importance of Addressing Sex in Clinical Practice
Therapists are influenced by the sex-negative, heterosexual, patriarchal society,
stigmatizing messages of society regarding alternative sexual expression, and the
associated ignorance, myths, fear, shame, and silence (Evans, 2000; Kleinplatz, 2009;
Pukall, 2009). Research suggests that therapy is not value free, and this is especially true
related to topics of sex and sexuality (Ford & Henrick, 2003). For example, Ford and
Hendrick (2003) found in their study investigating the values of clinicians related to
sexual behavior that, although clinicians expressed overall comfort for all types of sexual
topics, they expressed more comfort with sexual behavior that is consistent with
traditional values, such as sex in adult, monogamous, heterosexual relationships rather
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than nonmonogamous sexual behavior and sexual behavior of adolescents. Roman et al.
(1978) also found clinicians self-reported acceptance of a broad range of sexual behaviors
and lifestyles while supporting some (e.g., premarital intercourse, oral sex) more than
others (e.g., group sex). Additionally, the researchers found clinicians expressed more
acceptance of a variety of sexual behaviors for others than themselves (Roman et al.,
1978). Although this study is 35 years old, there has not been a more recent study that
explored clinicians’ acceptance of this or a similar list of sexual behaviors. However, it
seems reasonable that these same patterns of acceptance would likely apply today,
especially given the findings of Ford and Henrick (2003) that clinicians are still
displaying bias consistent with “traditional” values.
As the committee responsible for creating the new DSM-V considered potential
changes to diagnostic criteria, there was a debate over revisions related to sexual
disorders, reflecting the continued evolution of what is considered normal versus
pathological sexual behavior (First, 2010; Wright, 2010). First (2010) recognized the
unique problem members of the committee faced in their effort to reduce both false
negatives (not receiving a diagnosis when one is appropriate) and false positives
(receiving a diagnosis that is incorrect), noting proposed changes for the DSM-V
increased potential for false positives. Additionally, he noted the unique potential impact
of a false positive diagnosis related to sexual disorders, specifically paraphilias, as these
diagnoses often carry significant stigma as well as potential legal ramifications. Wright
(2010) noted that attempts to distinguish sexual behavior from mental disorders in the
new DSM are an important step in depathologing alternative sexual behavior. However,
she argued the criteria for diagnosis related to “clinically significant distress” should be
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reconsidered, particularly distinguishing between internal distress and distress inflicted
by experiences of societal stigma. This distinction is important related to how client
concerns are addressed in therapy as well as where advocacy efforts might be directed.
Issues related to diagnosis and what is considered pathology is one area that has
the potential for distancing those with alternative sexual lifestyles from therapy (Wright,
2008). Additionally, therapist qualities, such as adherence to societal norms related to
sexuality or discomfort related to sexual topics, can contribute to negative experiences in
therapy for clients (Evans, 2000; Kleinplatz, 2009; Pukall, 2009). Moreover, when
clinicians ignore or do not adequately address the sexual aspects of clients, the potential
for unintended harm and negative outcomes increases (Harris & Hays, 2008) and clients’
ability to obtain wholeness and wellness is jeopardized (Evans, 2000). Since sexual
concerns involve psychological, physical, and spiritual dimensions, they often cannot be
separated from other concerns brought into therapy (Evans, 2000); therefore, therapists
are likely to be faced with sexual concerns of clients in counseling. In fact, Kazukauskas
and Lam (2010) go so far as to state that “sexuality… is one of the most significant
psychosocial factors in an individual’s life” (p.15), and research findings suggest the
majority of clinicians have addressed sexual concerns of clients at some point (Miller &
Byers, 2008).
Although professionals tend to endorse the premise that addressing sex is an
important aspect of working with clients, many report their behavior does not display this
ideal, suggesting a disconnect between ideology and practice when it comes to including
clients’ sexuality in treatment (Haboubi & Lincoln, 2003). Haboubi and Lincoln (2003)
found that 90% of professionals in rehabilitation settings believed sexual issues should be
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discussed in an effort to provide holistic care. However, 68% stated they never initiated a
conversation with a client regarding their sexuality and 57% reported they have never had
a client discuss sexual concerns with them. Interestingly, 42% of those professionals
believed it was the clinical psychologist’s responsibility to address the sexual issues of
clients (Haboubi & Lincoln, 2003); however, in a study exploring the rates of clinical
psychologists assisting clients with sexual concerns, 87% of participants reported few to
no clients had asked them about a sexual concern and only 39% stated they asked clients
about sexual topics (Reissing & Di Giulio, 2010).
Barriers to Addressing Sexual Topics
Reasons provided for why professionals are not likely to address sexual concerns
with clients are varied and include assumptions that clients would not expect them to
address those concerns, viewing sexual concerns as not part of their job or not of clinical
importance, difficulty with language (e.g., using client’s terms while remaining
professional), bias against clients’ lifestyles, and clinician factors (Evans, 2000; Magnan
& Reynolds, 2006). An example of clinician factors includes religious affiliation,
specifically that counselors who identified as Christian were less likely to address sex
than those who identified as agnostic or atheist who, in turn, were less likely to address
sex in counseling than those who identified as Buddhist (Powell et al., 2011). In addition
to religion, political beliefs, age, and gender may be associated with significant
differences in comfort discussing sexual behavior of clients (Ford & Hendrick, 2003)
although some studies suggested clinician religion, race, and gender were not significant
factors while clinician’s age was (Kazukauskas & Lam, 2010). Client demographic
factors have also been identified as contributing to whether clinicians address sexual
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concerns, including age, religion, gender, and comfort with sexual topics (Reissing & Di
Giulio, 2010). Although findings are somewhat mixed regarding barriers to addressing
sexual topics in therapy, two barriers appeared most consistently: clinician’s lack of
comfort with and lack of training for addressing those concerns (Bancroft, 2009; Fyfe,
1980; Kazukauskas & Lam, 2010; Moser, 2009; Nasserzadeh, 2009; Pukall, 2009;
Reissing & Di Giulio, 2010), and these factors seem to be interrelated (Bancroft, 2009;
Kazuauskas & Lam, 2010; Magnan & Reynolds, 2006; Pukall, 2009).
Importance and Impact of Training for Addressing Sexual Topics
Therapist’s perceived knowledge and comfort related to sex education material as
well as training variables, such as type of training program and amount of sexuality
training, relate to their willingness to addressed sexual concerns in therapy (Harris &
Hays, 2008; Powell et al., 2011; Weerakoon, Sitharthan, & Skowronski, 2008;
Zwibelman & Hinrichsen, 1977). Human sexuality training is essential if clinicians want
to reduce their bias and ignorance as well as the chances that these factors will negatively
impact clients (Bancroft, 2009; Fyfe, 1980; Kazukauskas & Lam, 2010; Moser, 2009;
Nasserzadeh, 2009; Pukall, 2009; Reissing & Di Giulio, 2010). Specifically, Evans
(2000) argues a therapist’s knowledge and ability to discuss sex-related issues is
important for having effective therapeutic discussions, and training increases knowledge,
which assists in overcoming myths and fears related to sex. Therefore, educational
programs that provide this knowledge and ability are important (Evans, 2000), and being
able to talk about sex comfortably is crucial (Bancroft, 2009; Harris & Hays, 2008;
Pukall, 2009). Fyfe (1980) stated it is particularly important for clients who do not meet
criteria for a sexual disorder that their therapist provides a comfortable and accepting
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atmosphere for exploring sexual topics. Additionally, Pukall (2009) identified comfort
with sexual issues as a major factor in providing good sex therapy along with being a
good therapist in general.
Even though training has been consistently identified as an important factor in a
professional’s ability to effectively address sexual concerns with clients, at this point,
both mental health and medical practitioners lack this training and education (Haboubi &
Lincoln, 2003). Specifically, Haboubi and Lincoln (2003) surveyed 813 professionals in
rehabilitation settings regarding their training in addressing client sexual concerns. They
found 14% of participants reported they had significant training while the rest reported
having little to no training. Without training, therapists have to rely on general
counseling skills, including perspective taking and empathy, while addressing sexual
concerns. However, empathy and perspective taking were not found to predict a
therapist’s ability to respond empathetically to clients’ sexual concerns (Wagner, Powell,
Baggett, & Bridges, 2011).
Human sexuality education is associated with several positive changes in
clinicians, mostly related to increased knowledge, comfort, and positive attitudes related
to sexuality. For example, Zwibelman and Hinrichsen (1977) found that peer counselors
who participated in an 8-hour human sexuality training were more likely to engage in
direct counseling with clients regarding sexuality issues before referring rather than only
providing referral information. Participating in an online sexuality education unit was
also found to increase sexual knowledge and comfort for practitioners (Weerakoon et al.,
2008). Rehabilitation counselors who had higher levels of training and knowledge
reported more comfort addressing sexuality with clients than those with less knowledge.
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Additionally, rehabilitation counselors with positive attitudes toward sex tended to
express more comfort than those who had less positive attitudes (Kazukauskas & Lam,
2010). Students who had more opportunities to observe a therapist conducting sex
therapy and also had direct sex therapy experience had more self-efficacy related to
sexual interventions than those who did not (Miller & Byers, 2008).
The amount of training and supervision for addressing sexual topics with clients
has been found to relate to the practitioner’s comfort and willingness to discuss these
topics (Anderson, 1986; Donovan, 2011; Wieck Cupit, 2010). Wieck Cupit (2010) found
that the amount of training and supervision experience obtained, counselor age, number
of years in practice, and counselor sexual attitudes were related to counselor comfort and
willingness to discuss sexual topics with couples. Similarly, the amount of training social
workers received was positively correlated with comfort addressing sexual concerns of
clients, willingness to initiate discussions about sexuality, viewing sexuality as a
necessary topic, and detecting sexual transference in counseling (Donovan, 2011).
Anderson (1986) discovered students in sexuality classes tended to display four stages of
comfort in addressing sexual topics with clients: self-examination, awareness of problems
from the client’s viewpoint, increased comfort with sexual topics, and increased
awareness of a new level of comfort in addressing sexual topics.
Human sexuality training has transformed from focusing exclusively on
knowledge of physical aspects of sexual behavior to incorporating diversity and
practitioner factors, such as attitudes and comfort. Nagge (1984) related that human
sexuality classes, such as the first ones offered in the late 1960s, only included
information on anatomy and physiology. In the 1970s, training programs for teachers
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and counselors began including elements of self-awareness, with an emphasis on
exploring beliefs and attitudes of trainees, in addition to general sexuality education
(Nagge, 1984). Currently, most human sexuality classes emphasize the active
participation and interaction of students, include a variety of learning activities (e.g.,
films, lectures, role plays, and small group discussions), and stress the importance of selfexamination regarding bias, attitudes, norms, and perspectives (Fyfe, 1980; Humphrey,
2000; Nagge, 1984). Although courses related specifically to human sexuality are
incorporating knowledge, attitude, and comfort factors, which as suggested above are
important factors for effectively working with sexual topics in therapy, these types of
courses are not usually required in graduate training, seemingly due to the assumption
that sexuality is covered in other related courses.
Current Training and Education
Even with the changes made to human sexuality class in addressing knowledge,
attitudes, and comfort, there is still a lack of education related to sexuality in psychology
programs. Psychology training programs have varying levels of emphasis related to
sexual topics. For example, in a study exploring changes to sexuality training in clinical,
counseling, and social work programs, Asher (2007) found clinical psychology programs
provided more training than social work programs, which provided more training than
counseling programs. However, the amount of training related to sexual topics in clinical
programs has decreased in the last 20 years (Asher, 2007). Wiederman and Sansone
(1999) found that although around half of doctoral programs had some training in
sexuality (e.g., taught as part of another course), only 11% of programs had a course
dedicated to sex. The main factor related to whether sexual concerns were addressed was
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the availability of psychologists who had knowledge and comfort related to sexuality
(Asher, 2007; Wiederman & Sansone, 1999).
Sexuality classes, when offered, tend to be electives that are taught every other
year (Humphrey, 2000), and Moser (2009) argues that students often do not take these
courses unless they are required. Research suggests some courses, such as ethics courses,
diagnosis/DSM courses, and special topics courses (e.g., disability and aging) often
include a sexuality portion. However, these courses often focus on negative sexual
behavior (e.g., sexual behavior and violence, sexual disorders, ethics related to sexual
activity between clients and therapists) rather than helping clinicians learn how to explore
a broad range of sexual topics in therapy (Ford & Hendrick, 2003; Gray et al., 1996).
Additionally, students reported that their training lacked modeling of ways to
address sexual concerns with clients and feedback (Miller & Byers, 2010), and Asher
(2007) found that practicum experiences were even less available than coursework on
human sexuality. Graduate programs tended to express a belief that students should
obtain human sexuality information in undergraduate classes and clinical experience in
postdoctoral training (Asher, 2007; Weiderman & Sansone, 1999); however, it is unclear
whether this is occurring. Thus, often depth, breadth, and practical use of sexuality
information is lacking in training (Miller & Byers, 2010). This is especially true related
to information on alternative sexual behavior, which is usually addressed briefly in
human sexuality courses as well as diagnosis courses. Due to these factors, researchers
criticize the lack of sufficient sexuality training and argue that more training is needed
(Ford & Hendrick, 2003).
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Current Knowledge of the Needs and Clinical Issues for Clients with Alternative
Sexual Lifestyles
A review of the literature related to alternative sexual lifestyles displays
fluctuations in interest from the academic community in the last 35 years. Specifically,
during the late 70s and early 80s, researchers appeared interested in understanding the
types of behavior, rates of participation, and mental health of those who participate in
alternative sexual lifestyles. Since 2000, researchers appear to be more interested in the
experiences of those with alternative sexual lifestyles and the types of concerns that relate
to counseling settings. These experiences and concerns include exploring and creating
strategies for dealing with stigma as well as addressing specific issues related to specific
types of sexual behavior, such as exploring feelings of jealousy for those in polyamorous
and swinging relationships (Jenks, 1998; Nichols & Shernoff, 2006) and script
discrepancy and feelings of shame for clients who enjoy BDSM (Lawrence & LoveCrowell, 2008; Nichols & Shernoff, 2006). Specifically, Jenks (1998) described that
some who participate in swinging report concerns such as finding the right people to
approach to invite to enter a swinging relationship, concerns about sexually transmitted
infections (STIs), and feelings of jealousy, anxiety, and fear of public exposure.
Polyamorous individuals may also experience jealousy in their relationships as well as
insecurity (Nichols & Shernoff, 2006). Nichols and Shernoff (2006) suggest
polyamorous individuals may need assistance in negotiating non-monogamy. BDSM
clients may seek assistance in working through identity confusion, shame, and script
discrepancy (Lawrence & Love-Crowell, 2008; Nichols & Shernoff, 2006). However,
Lawrence and Love-Crowell (2008) stated clients who participate in BDSM usually bring
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in relationship issues in general, not specific issues related to their BDSM participation,
as well as other coexisting health concerns. This highlights the need for clinicians to be
aware that sexual behavior may be related but not the primary concern for all clients who
live alternative sexual lifestyles.
Since stigma is consistently found to be a common experience for those who
participate in alternative sexual lifestyles, this is often a topic that is explored in therapy
(Nichols, 2006). Researchers and clinicians documented several strategies those who
participate in alternative sexual behavior may use to reduce stigma and negative
psychological experiences related to stigma. For example, those interviewed by Brown
(2010) discussed efforts to reframe negative portrayals, such as taking on the label of
“pervert”; combine effort of others in the community to take action; disengage from the
larger society; and/or control the amount of information others had regarding their sexual
lives.
Stiles and Clark (2011) found individuals used multiple levels of concealment, such
as absolute (complete concealment) and thorough, where a select few individuals are
made aware. These levels of concealment are utilized for a variety of reasons, including
protecting themselves or others as well as enhancing their sexual experience by gaining
excitement through secrecy, for example. Additionally, those who participate in
alternative sexual lifestyles use a variety of strategies for concealment and disclosure,
such as those who engage in BDSM displaying artifacts (e.g., a bracelet) that only those
in the community would recognize as signifying participation. Bezreh et al. (2012), in
their qualitative study of 20 individuals who participate in BDSM, discovered integrity,
being able to talk about their relationships, being able to be honest with those in their life,
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and political activism were motivators to disclose, while stigma in work and relationships
was a primary motivator to conceal their sexual lives.
Related to the findings of Brown (2010) regarding efforts to reframe negative
portrayals, Barker (2005) and Stiles and Clark (2011) found individuals considered their
sexual behavior as an inborn, natural trait, providing support that this is one of many
natural forms of sexual expression. However, Barker (2005) recognized participants also
subscribed to the idea that participation was also a choice and different from dominant
ways of being in relationships. The researchers theorized the use of these opposite ideas
(i.e., different/same; natural/choice) as being helpful for those with alternative sexual
lifestyles to gain acceptance in society as well as maintain their identity and recognition
of the difficulty experienced in society.
In addition to the issues clients with alternative sexual lifestyles may bring to therapy,
researchers and clinicians are exploring specific clinical issues that may arise when
working with clients with alternative sexual lifestyles as well as suggestions for clinicians
to competently work with these clients. Some of the clinical issues identified include
countertransference, non-disclosure of sexual behavior, when to consider the sexual
behavior as a focus in counseling or not, boundaries, and diagnosis (Lawrence & LoveCrowell, 2008; Nichols, 2006). In addition to these considerations, Bridoux (2000) also
identified issue of power dynamics in counseling as an important consideration. Bridoux
(2000) suggested clinicians need to be aware of how their worldview, bias, and
perspectives may influence clients and work to bring conscious awareness to how these
factors come into work with clients who participate in alternative sexual lifestyles. This
includes working to become accepting, non-judgmental, and nonpathologizing as well as

27

learning about the practices and values of those who participate in alternative sexual
lifestyles. This process includes obtaining consultation and supervision (Lawrence &
Love-Crowell, 2008).
Limits in the Research of Alternative Sexual Lifestyles
The amount of research and information available related to alternative sexual
lifestyles is growing but is still in relatively early stages. Much of the information
discussed above originated from small qualitative studies as well as book chapters or
articles based on clinicians’ experiences working with clients with alternative sexual
lifestyles. When considering that therapists express a lack of comfort, knowledge, and
training for working with general sexual concerns in therapy and especially alternative
sexual behaviors as well as the stigma and misunderstanding associated with alternative
sexual lifestyles, it becomes clear how important it is for researchers and clinicians to
continue building the body of research in this area in order to better meet the needs of
clients. As explored above, few studies have examined the needs of individuals who live
alternative sexual lifestyles or needs of clinicians to work effectively and competently
with these clients. Additionally, there were no studies found that directly examined the
competencies and training available and needed for therapists to adequately work with
clients who participate in alternative sexual lifestyles.
Purpose of the Current Study
The purpose of this study is to contribute to the growing body of research on
alternative sexual lifestyles by expanding the information on the needs of these clients by
exploring the perceptions of those who work with this population and beginning to
determine the competencies and training necessary to be a kink aware professional.
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Through the use of the Delphi method, I will attempt to answer the following questions:
What do therapists who treat clients who practice alternative sexual lifestyles perceive are
the counseling needs of these individuals? What competencies are necessary for
therapists who work with individuals of alternative sexual lifestyles? What training
experiences assist in gaining increased competency for working with individuals involved
in alternative sexual lifestyles? What training opportunities were not available in
graduate programs or continuing education but would be important for increasing the
competency of therapists for working with individuals who participate in alternative
sexual lifestyles?
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Chapter 3
Methodology
Due to the purpose and nature of the study, the Delphi method was used to collect
and analyze data because it is particularly useful for increasing the understanding of a
topic by gathering information from a group of experts (Hsu & Sanford, 2007;
Skulmoski, Hartman, & Krahn, 2007). This technique allows participants to provide
information and feedback as well as reassess their statements based on the information
provided by other participants in an effort to gain consensus (Hsu & Sanford, 2007). The
Delphi method was designed to allow experts to interact indirectly and in a controlled
manner in order to obtain and refine group opinion without participants experiencing
pressure or a dominant individual influencing the group (Dalkey, 1969; Goodman, 1987).
This methods allows participants the opportunity to initially respond to open ended
questions followed by rounds of refining their thoughts based on the responses of the
whole group or explaining their thoughts if they remain different from the group in some
way. The Delphi method was found to be most effective in gathering accurate estimates
or predictions (Dalkey, 1969; Gustafson, Shukla, Delbecq, & Walster, 1973) and also
provides richer and more detailed information than descriptive studies.
Although the Delphi method contains several strengths, particularly as it relates to
use in this study, there are also a few important limitations. Primarily, the use of experts
creates some difficulty for several reasons, including distinguishing those who are experts
from those who are not, not having the benefits of random selection of participants, the
potential for the term “expert” to influence participant responses toward more premature
agreement, and the participants representing like-minded individuals (Goodman, 1987;
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Hsu & Sandford, 2007). Additionally, Goodman (1987) argues that the anonymity of
responses could lead to a decrease of careful responses from participants, and Goodman
(1987) as well as Hsu and Sandford (2007) caution that feedback could sway or guide
responses in a way that influences the results. Hasson, Keeney, and McKenna (2000)
also point out that guidelines for use of the Delphi method are not universal and
modifications can challenge the validity of the method. The current study was created
with consideration of these limitations and efforts were made to reduce or eliminate the
impact of the limitations when possible, such as establishing criteria for the qualifications
that are necessary to consider a potential participant an expert in the area of counseling
clients with alternative sexual lifestyles.
Procedures and Instrumentation
Stance of the researcher. The researcher has been studying and researching sex
and sexuality throughout her graduate program. She maintains an open and accepting
stance related to the broad range of sexual expression and believes in the importance of
addressing sexual topics with clients. This not only influenced the interest in completing
the current study, but also influenced the choice of questions in Round 1. Additionally,
all raters and advisors who participated in the categorizing between Rounds 1 and 2 are
members of the same research team and thus represent like-minded perspectives related
to sex and sexuality. However, due to the nature of the Delphi method, specifically
related to the process of organizing the participants statements from Round 1 and sending
statements back to participants in Round 2, there was minimal impact of bias from the
researchers in the results of the study.
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Participants. Participants include mental health professionals who are identified
as being experts in working with individuals who participate in alternative sexual
lifestyles. They were found through a website where kink aware professionals are listed
as possible referrals (i.e., https://ncsfreedom.org/resources/kink-aware-professionalsdirectory/kap-directory-homepage.html). After choosing the category “Psychologists,”
an advanced search was used. Criteria included specifying Ph.D. level practitioners who
identified as “kink-knowledgeable,” defined as professionals who have both knowledge
and previous professional experience with multiple individuals who live alternative
sexual lifestyles. These criteria were used to obtain a list of those with the highest level
of training and self-identified expertise. This list consisted of 78 professionals.
Since any professional can list themselves on the NCFS website as a kink aware
therapist, it was important to gather additional information about the professional’s level
of interest and expertise with the topic. Therefore, the professionals’ NCSF profiles were
explored for both a mention of interest in working with this population as well as the
presence of a professional website. Based on these criteria, the list was reduced to 53
therapists. The availability of a professional website assisted in providing information
that likely would be similarly used by clients with alternative sexual lifestyles to make a
decision about whether to contact a therapist. Therefore, the therapists’ professional
websites were explored for mention of interest or work with alternative sexual lifestyles
in order to help further differentiate those who are most likely experts from those with a
casual interest or limited experience. Those with no mention of interest or experience
with alternative sexual lifestyles on their professional websites were eliminated from
consideration for the study while those with even minimal mention (e.g., included in a list
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of typical presenting concerns seen) were included in the final list of potential
participants. This created a list consisting of 24 professionals.
Additionally, expertise was determined by considering factors such as how long
the clinician has practiced, how long they have worked with this population, the number
of clients they have seen who participate in alternative sexual lifestyles, licensure,
displaying (e.g., on professional website) or being recognized as having a specialization
of working with alternative sexual lifestyles, membership in related professional
organizations (e.g., American Association of Sexuality Educators, Counselors, and
Therapists [AASECT]), and being identified as experts by leaders in related fields, such
as sex therapy. Because the sample was homogeneous based on professional
identification as a kink aware therapist, the recommended number of participants in that
Delphi study ranged from 10-15 (Skulmoski et al., 2007). Of the 24 individuals
approached, 13 professionals agreed to participate in the study. Participants were not
compensated in any way for their participation in the study.
Administration of instrument. Consistent with the Delphi method, Round 1
was qualitative (Hasson et al., 2000) and involve providing participants with open-ended
questions inquiring about the counseling needs of individuals with alternative sexual
lifestyles, the competencies necessary to adequately work with individuals with
alternative sexual lifestyles, the participants’ training experiences that were helpful for
their work with this population, and training opportunities they believe would have been
helpful, whether during their training program or continuing education opportunities, but
were not available. Upon approval by The University of Memphis Institutional Review
Board, participants identified as experts in working with the identified population were
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invited by email (Appendix A) to participate in the study, and those who agreed to
participate were sent a link to a website (surveymonkey.com) where they were asked to
read an informed consent document (Appendix B). After they clicked the "Agree" box,
they were asked to complete demographic questions (Appendix C) and given the initial
questions regarding client needs, therapist competencies, and therapist training
(Appendix D). For Rounds 2 (agreement check) and 3 (consensus check), participants
were again sent emails (Appendix F; Appendix I) with the appropriate web link and
asked to complete the surveys (Appendix G; Appendix J).
The Delphi method has been completed using a variety of strategies for collecting
the first round qualitative data, including paper questionnaires and online communication
(e.g., emails, websites; Dalkey, 1969). Since it is important for participant retention to
maintain short lapses between rounds, the use of online technology is recommended due
to the reduced time needed to collect responses (Hsu & Sanford, 2007).
Per Hsu and Sandford’s (2007) recommendation, participants were originally
given two weeks to respond to the first round of questions with a reminder email sent
after the first week (Appendix E). However, there was a low response rate at two weeks
so another reminder email was sent and the responses were pulled the following week for
a total of three weeks of data collection in Round 1. When the responses from Round 1
were collected, three raters examined the information from the open-ended questions to
determine meaning units for each question (Hasson et al., 2000). The raters included the
primary investigator and two active members of a sexuality research team who were
given information on how to identify and organize meaning units. This process includes
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determining if differently worded items are referring to the same concept in order to
group them together and provide a universal description of the concept (Hasson et al.).
Since the purpose of the Delphi method was to help participants interact with each
other, similarly to a focus group, the raters’ purpose was to organize and consolidate the
open-ended responses in Round 1 in order to succinctly present the information back to
the participants for consensus, clarity, and refinement. Thus, the raters were instructed to
first identify each meaning unit from participants’ comments in order to determine the
smallest identifiable meanings. For example, related to therapist competencies, a client
stated, “Understanding of subcultures cultures including cultural norms, history,
language. It is helpful if the therapist has participated in community like attending
conferences or been present at support groups.” The meaning units included: 1)
Understanding culture (e.g., norms, history, language; and 2) Participate in community
(e.g., conferences, support groups). The raters then categorized the meaning units (see
Table 2) in order to organize and arrange them. This allowed for identifying and deleting
repeated meaning units. The final meaning units were then worded as statements and the
exact words of the participants were used whenever possible. For example, the meaning
unit of cultural competence was turned into the statement: “Kink aware clinicians need to
be culturally competent.” In this way, the 198 identified meaning units were combined
and condensed to create 40 statements. These statements were used for Round 2 –
agreement checking.
In Round 2, statements that represented the categories from Round 1 were used to
begin the quantitative aspect of the process in an effort to obtain consensus among
participants (Hasson et al., 2000). Once all meaning units were condensed and
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transformed into statements, the participants were sent a link (Appendix F) to the
statements (Appendix G) and asked to rate their agreement with each statement on a 5point Likert scale that ranges from 1 (strongly disagree) to 5 (strongly agree) for each of
the four parts of the study (client needs, therapist competency, training needed, training
available). Participants were also given the opportunity to comment on each statement
and provide general comments at the end of the survey. Participants were given 14 days
to complete the Round 2 survey and were reminded by email (Appendix H) after seven
days. Percentage distributions of the ratings were computed, and any statement with
100% agreement regarding its importance was removed from the final round as
consensus was reached.
In the third (consensus check) and final round, the participants were provided a
link (Appendix I) to the statements (Appendix J) that did not receive 100% agreement in
the previous round as well as the statements’ percentage distributions (Hsu & Sanford,
2007). Participants were again asked to rate the statements on a 5-point Likert scale
ranging from 1 (strongly disagree) to 5 (strongly agree) as well as to provide a rationale
for any statements they rated as being not important (Hsu & Sanford, 2007). Providing
the percentage distributions allowed participants to consider this feedback in their final
ratings and to determine where their responses fit in relation to the other participants’
responses (Hasson et al., 2000; Hsu & Sanford, 2007). Participants were given 10 days
to complete Round 3 with a reminder email (Appendix K) sent six days after the link was
sent. In this round, 80% agreement or better was considered consensus for the items
(Hsu & Sanford, 2007). After the final round, the results were reported, including a
description of the items that obtained consensus as well as the items that did not reach
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consensus and the rationale provided by the participants as to the reasons they did not
agree with the group regarding those items.
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Chapter 4
Results
Panel of Experts
Selection. The criteria for being invited to participate in the study are outlined in
Chapter 3. Based on this search, a final list of 24 professionals was developed. This list
was randomized and the first 20 individuals were invited by email to participate in the
study (Appendix A). When a potential participant declined the invitation, the next
professional on the list was contacted by email. Eventually, all professionals on the list
were contacted. Those who did not respond to the first invitation were sent a second
email 10 days after the original invitation. Of the 24 contacted, 13 agreed to participate,
three declined, and eight did not respond.
Of the 13 who agreed to participate in the study, 13 (100%) completed Round 1.
However, one participant’s responses were not included in the categorizing and creation
of statements due to responding in a way that did not provide the requested information
and indicated they did not understand the purpose of the survey. For example, the
participant stated, “Also a big question. Maybe you should do some research on this” in
response to the question on the competencies needed for therapists who work with
alternative sexual lifestyles. Thus, the responses of 12 participants were included in the
analysis of Round 1. Because it was not known which participant was removed from
Round 1, all 13 participants were included in the following rounds.
Of the 13 participants, 11 (85%) completed the Round 2 survey. There were three
responses that one person did not answer so 98% of the survey was completed by all 11
participants. For Round 3, seven (54%) of the 13 participants responded. There were six
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questions that one person did not answer so 95% of the survey was completed by all
seven participants. Although there was significant attrition between rounds, this does not
negatively impact the results as the majority of the results were obtained in Round 1 and
subsequent rounds were primarily for clarification and refinement.
Demographics. Participants provided demographic information during Round 1
of data collection. This information was requested in order to verify expert status and
credentials. Of the 12 participants included in the study, 100% obtained doctoral degrees
in psychology (11 clinical [92%]; 1 counseling [8%]) and 11 participants (92%) indicated
being a licensed psychologist. One participant (8%) did not respond to the licensure
question and stated he or she mainly serves in a consultation/teaching role. One
participant (8%) is also a Certified Sex Therapist. Participants ranged from 3-25 years in
practice with a mean of 13 years (SD = 7.58). The years working with clients who live
alternative sexual lifestyles also ranged from 3-25 years with a mean of 12.2 years (SD =
7.27). Eight participants (67%) teach or train others about alternative sexual lifestyles or
human sexual behavior while nine participants (75%) have written/published or presented
on this topic. Except for three individuals, participants represented membership in
multiple related professional organizations, including American Association of Sexuality
Educators, Counselors, and Therapists (AASECT; 33%), World Professional Association
for Transgender Health (WPATH; 17%), Open Minds (8%), Gaylesta (8%), Georgia
Psychology Association - Diversity Council (8%), and National Coalition for Sexual
Freedom (NCSF; 8%).
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Round 1
The results of Round 1 were collected and consolidated. Each rater was provided
information verbally and by email on how to identify meaning units and complete the
categorizing. Each rater then separated out the individual meaning units in each
response, categorized the meaning unit, and grouped categories. For example, this
response was provided for the question related to therapist competencies: “Understanding
of subcultures cultures including cultural norms, history, language. It is helpful if the
therapist has participated in community like attending conferences or been present at
support groups.” Meaning units from the response were: 1) Understand the culture; and
2) Participate in community. These meaning units were then categorized as: 1)
Knowledge (ASL); and 2) Interaction. Differences in categorizing were discussed with
the raters and the advisor of the primary investigator. Collectively, it was determined that
variations in categorizing were due to differences in specificity between raters. For
example, raters 1 and 2 grouped acceptance, open-mindedness, non-judgment, and
unbiased under one category for therapist competency while rater 3 separated these
concepts out into different meaning units and categories. Thus, the raters and advisor
mutually agreed that the categorizing that maintained the most detail by separating out
related but different meaning units was used to determine the statements.
For question 1 regarding client needs, rater 1 identified 33 meaning units and
consolidated that to seven categories. Rater 2 identified 25 meaning units, which fell
under five categories. Rater 3 identified 58 meaning units and 19 categories. For
question 2 related to therapist competencies, rater 1 found 30 meaning units that
supported 13 categories while rater 2 found 33 meaning units under five categories.
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Rater 3 determined 66 meaning units and 22 categories. Question 3, training available,
yielded 40 meaning units and seven categories from rater 1; 30 meaning units and eight
categories from rater 2; and 48 meaning units and 24 categories from rater 3. Finally,
question 4 regarding training that would help increase therapist competency had 20
meaning units and five categories from rater 1; 19 meaning units and seven categories
from rater 2; and 26 meaning units and 15 categories from rater 3 (see Table 1). Table 2
reflects the categories created by each rater.

Table 1
Number of Meaning Units and Categories by Rater
Rater 1
Q1 – Client needs

Rater 2 Rater 3

Meaning Units
Categories

33
7

25
5

58
19

Q2 – Therapist Competency Meaning Units
Categories

30
13

33
5

66
22

Q3 – Training Availability

Meaning Units
Categories

40
7

30
8

48
24

Q4 – Training Needed

Meaning Units
Categories

20
5

19
7

26
15
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Table 2
Categories by Rater
Rater 1

Rater 2

Rater 3

Non-judgmental,
accepting
approach
Cultural
competence,
familiarity with
literature,
knowledge of
sexual diversity
Openness to talking
about sexual
concerns
Treated for issue
concerned about
Same needs as
everyone else
Social advocacy on
normalcy of ASL
Therapist
understanding of
psychopathology

Therapist
understanding of
lifestyle
Same needs as most
individuals and
couples
Non-pathological
view or over focus
on lifestyle
Recognition that
psychopathology
could be a factor
Social advocacy,
education
regarding
normalcy

Acceptance
Advocacy
Agency
Cultural competence
Discrimination
Experience (ASL)
Good therapy
Guidelines
Knowledge (ASL)
Knowledge (sexual
diversity)
Limits
Non-judgment
Non-pathologizing
Openness
Presenting concern
Psychopathology
Relationships
Same as others
Unbiased

Licensure
Understanding
dynamics of ASL
Education,
familiarity with
literature related to
ASL and sexual
diversity
Exposure to ASL
clients
Awareness of limits
of competence and
willingness to
consult

Familiar with
literature
Generalist training
Focus on presenting
concern
Open-minded, nonjudgmental, unbias
accepting views
Participation in
community

Acceptance
Communicate
Consultation
Ethics
Experience (sexual
diversity)
Good therapy
Interaction
Knowledge (ASL)
Knowledge
(general)
Knowledge (sexual
diversity)

Q1 – Client Needs

Q2 – Therapist
Competency

(table continues)
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Table 2 (continued)
Rater 1

Rater 2

Understanding
ethics of small
community
Sex-positive,
normal variations
perspective of sex
Basic therapeutic
skills
Self-reflection,
aware of bias, nonjudgment, openminded
countertransfer.
Comfort with sexual
topics
Meaning of consent
Therapist
understanding of
psychopathology
Awareness that
presenting
problem may be
unrelated to sexual
life
Q3 – Training
Availability

Experiential training
under supervision
Contact with ASL
community
Readings
Lack of formal
training
Training/course on
diversity
Workshops and
conference
Case studies,
clinical examples

Rater 3
Knowledge
(sexuality)
Limits
Non-judgment
Non-pathologizing
Openness
Presenting concern
Psychopathology
Readings
Referrals
Self-reflection
Specialization
Unbiased

Consultation
Readings on ASL
Involvement with
ASL community
Formal training not
helpful or
available
Examining values,
bias, countertrans.
Clinical experience
with supervisor
Courses, training,
workshops on ASL

Conferences
Consultation
Coursework
Coursework (ASL)
Coursework
(sexuality)
Experience (ASL)
Experience (sexual
diversity)
Interaction
Knowledge
(diversity)
Non-judgment
(table continues)
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Table 2 (continued)
Rater 1

Q4 – Training
Needs

Professor,
supervisor,
consultant
knowledgeable
with ASL
Literature
Coursework and
training on
sexuality, ASL,
couples
Opportunities to
work with sexually
diverse clients
Terminology and
language for
discussing
sexuality

Rater 2

Rater 3

Diversity training

Non-pathologized
Online resources
Readings
Research
Self-reflection
Supervision
Training (ASL)
Training (couples)
Training (diversity)
Training (general)
Training (sex
therapy)
Training (sexuality)
Unavailable
Workshops

Acceptance-based
training for ASL
Familiarizing with
terminology and
literature
Supervision
Interactions with
ASL community
No formal training
available
Clinical work with
sexually diverse
clients
Self-exploration,
role play,
consultation

Communicate
Consultation
Continuing ed.
Coursework
Coursework (ASL)
Experience
Interaction
Knowledge (sexual
diversity)
Readings
Research
Self-reflection
Supervision
Training (couples)
Training (sexuality)
Unavailable

After determining the cause of the difference in number of meaning units and
categories between raters and discussing the costs and benefits of the different levels of
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precision, it was determined that all raters groupings were represented in rater 3’s
meaning units and categories. Thus, these meaning units and categories were used to
create the statements for Round 2. The process resulted in a total of 198 meaning units
and 80 categories with significant overlap among the four open ended questions. Thus,
the repeated categories were deleted and related categories were combined, resulting in
41 individual categories that were then used to create the statements that made up the
questions for the Round 2 survey (Appendix G). However, based on the nature of one
category (“unavailable” – referring to the availability of training), the category was not
included in the survey, resulting in a total of 40 statements. Statements were created
using the wording of participants as much as possible and participants were asked to
consider each statement related to client needs, needed therapist competency, current
availability of training, and whether training should be included in graduate programs for
a total of 160 responses.
Round 2
In Round 2, participants responded with their level of agreement or disagreement
to each statement based on client needs, therapist competency, available training, and
needed training. They also had the opportunity to provide open-ended comments for
each statement. Because consensus was the goal, the results were analyzed based on
frequency distributions. Four statements gained 100% consensus. These included 1) For
clients: “Appreciation, respect, and acceptance are crucial when working with alternative
sexual lifestyles.”; 2) For therapist competency: “Kink aware clinicians need to be
culturally competent.”; 3) For therapist competency: “Knowing when to refer based on
limits of competence in working with this population and navigating those referrals when
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necessary in a way that communicates acceptance is an important aspect of working with
alternative sexual lifestyles.”; and 4) For therapist competency: “Therapist self-reflection,
particularly regarding attitudes, beliefs, own sexuality, and sources of information, is
important related to alternative sexual lifestyles.” All participants strongly agreed with
these statements.
Open-ended responses were provided by seven participants. These comments
tended to provide clarifying information about the statement. For example, for the
statement “An important aspect for alternative sexual lifestyles is advocacy,” a
participant stated, “Training was available in advocacy, but not specifically related to
alternative sexual lifestyles.”
The four statements gaining 100% consensus in Round 2 were deleted from the
Round 3 - consensus check. Additionally, all statements related to whether training was
available in the participant’s experience were removed because this would not change
based on other participants’ responses. This left 116 statements in Round 3 and for each
statement, the percentage distribution from Round 2 was included.
In Round 2, participants responded to the availability of training related to the
needs and competencies identified in Round 1. For 30 out of the 40 statements (75%),
the majority of participants (50% or more) indicated they strongly disagreed or disagreed
with the availability of training in their graduate program. Seven of these statements
(18% of total) had over 80% of the participants indicate that training was not available
while two statements (5% of total) had 100% agreement that training was not available.
The statements with 80% or more agreement that training was not available were
statements pertaining to training specific to alternative sexual lifestyles. For example, the
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two statements with 100% disagreement were: 1) “It is important to understand the basic
concepts of alternative sexual lifestyles (e.g., culture, terminology, power dynamics,
consent, transparency, norms, history, challenges, benefits, difference between harm and
enhanced sexual life) when working with people in the lifestyle” and 2) “Training
specific to working with this population is important in order to become a kink
knowledgeable therapist.” On the other hand, the statements with a mix of agreement,
neutral, and disagreement (9 out of 40; 23%) were statements pertaining to training of
therapist characteristics, such as being non-judgmental, self-reflective, open-minded, and
ethical. This seems to display the availability of these concepts in related courses, such
as diversity. For example, one participant stated, “We had training in self-reflection, but
not specifically related to alternative sexual lifestyles.” One statement (3%) obtained
100% agreement. This statement was, “Good counseling skills are crucial for working
with alternative sexual lifestyles (e.g., empathy, positive regard, authenticity, asking hard
questions, processing choices),” which reflects the focus of psychological training on
increasing counseling skills.
Round 3
In Round 3, participants responded with their level of agreement or disagreement
considering the percentage distributions of the responses in Round 2. They were also
asked to provide a rationale for any of their responses that were not in agreement with the
majority of the participants in Round 2. Again, consensus was the focus so the results of
Round 3 were analyzed using frequency distributions. One hundred percent consensus
was obtained for 30 of the 116 statements with 29 of those statements representing
“strongly agree” and one for “agree.” However, for Round 3, 80% or greater is
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considered consensus, which was reached in an additional 19 statements, all representing
“strongly agree.” Thus, consensus of 80% or greater was obtained for a total of 49 of the
116 statements. If combining “strongly agree” and “agree” responses, consensus of 80%
or greater was reached in 106 of the statements. These results will be discussed more
specifically with a focus on client needs, therapist competency, and training needs
following an examination of the statements that did not receive consensus (see Table 3).

Table 3
Statements Not Reaching Consensus
Disagree Neither
agree nor
disagree
Client Needs
2. The ability to define their identity and
14.3%
goals in therapy is especially important for (n = 1)
those who live alternative sexual lifestyles.
15. Practice guidelines or
recommendations for working with people
living alternative sexual lifestyles should
be available.
26. Readings (e.g., research, case studies,
cross-discipline materials) are important
for work with this population.
29. It is important to recognize that clients
who live alternative sexual lifestyles have
the same needs as other clients.
38. Sex therapy training is helpful when
working with this population.
Therapist Competency
41. An important aspect for alternative
sexual lifestyles is advocacy.
51. It is vital that therapists obtain clinical
experience working with clients who live
alternative sexual lifestyles.

14.3%
(n = 1)

Agree

Strongly
Agree

14.3%
(n = 1)

42.9%
(n = 3)

28.6%
(n = 2)

16.7%
(n = 1)

50%
(n = 3)

33.3%
(n = 2)

28.6%
(n = 2)

57.1%
(n = 4)

14.3%
(n = 1)

16.7%
(n = 1)

33.3%
(n = 2)

50%
(n = 3)

28.6%
(n = 2)

42.9%
(n = 3)

28.6%
(n = 2)

42.9%
(n = 3)
14.3%
(n = 1)

57.1%
(n = 4)
28.6%
(n = 2)

42.9%
(n = 3)

(table continues)
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Table 3 (continued)
Disagree Neither
agree nor
disagree
16.7%
(n=1)

76. Workshops are important for training
those who work with alternative sexual
lifestyles.
Training Needed
78. An important aspect for alternative
sexual lifestyles is advocacy.
81. Attending relevant conferences in
order to learn about a variety of topics,
stay updated on information, and connect
with others is important for work with
alternative sexual lifestyles.

14.3%
(n = 1)

28.6%
(n = 2)
28.6%
(n = 2)

Agree

Strongly
Agree

66.7%
(n = 4)

16.7%
(n = 1)

71.4%
(n = 5)
42.9%
(n = 3)

14.3%
(n = 1)

Of the 10 statements that did not reach consensus, three were statements where
one of the participants did not respond, meaning consensus may have been reached if all
participants had responded. Based on the statements that did not obtain consensus,
participants disagreed that clients who live alternative sexual lifestyles need to be able to
define their own identities and therapy goals and to recognize they come in with the same
needs as other clients. Additionally, participants did not agree that clinical experience
and workshops are important for therapist competency, and attending conferences is not a
training need. Further, participants disagreed with the importance of advocacy related to
therapist competency and training.
Six participants provided comments, including comments to explain their
disagreement with the majority. These comments tended to provide some clarification
related to their interpretation of the statement. For example, in disagreeing with the
statement regarding the importance of kink clients being able to define their identity and
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therapy goals, the participant who disagreed stated, “Not all therapy is about defining
identity.” Participants also provided comments even when they agreed with the majority
and these comments tended to provide more supporting information. For example, when
responding to the importance of creating practice guidelines for work with clients who
live alternative sexual lifestyles, one participant who agreed with the majority stated,
“Generalizing multicultural and human sexuality guidelines are effective, though clarity
specific to ASL would be nice.”
Client needs. Based on the patterns of consensus, participants strongly agreed to
many of the statements related to client needs. For example, 17 of the statements that
obtained 100% agreement for “strongly agree” were related to client needs while seven
were related to therapist competency and six were for training needs. Participants
strongly agreed that clients who live alternative sexual lifestyles need therapists who are
comfortable talking about sexual and novel topics; know their limits of competency and
are willing to consult; are culturally competent; and possess generally good therapy
skills, such as empathy and unconditional positive regard. Relatedly, participants
strongly agreed that clients need therapists who are open-minded, self-reflective, and
have a non-pathologizing view of alternative sexual lifestyles. Additionally, clients who
live alternative sexual lifestyles benefit from therapists learning about the specifics of the
lifestyle (e.g., experiences of discrimination, ethics, culture, terminology) through various
means, including continuing education, coursework specific to the topic, and coursework
on related topics (e.g., diversity, sexual diversity).
In addition to the “strongly agree” responses that obtained 100% consensus
discussed above, many statements obtained over 80% consensus. Related to client needs,
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participants strongly agreed that clients benefit from a therapist’s non-judgmental and
unbiased stance; therapists willingness to refer when limits to competence are reached;
and therapists completing training in relationship counseling adjusted for kink clients and
human sexuality training. Participants expressed a mixture of “agree” and “strongly
agree” on 12 of the statements related to client needs. These included acknowledging the
benefits of advocacy and various experiences for therapists in order to address client
needs. These experiences include workshops, conferences, clinical experiences with
supervision, interactions with the community, and access to resources (e.g., online
resources, research, readings).
Therapist competency. Participants strongly agreed that therapist competency
should include appreciating, respecting, and accepting kink clients, having a nonjudgmental and open-minded perspective, and not pathologizing clients who live
alternative sexual lifestyles. Additionally, there was strong agreement that therapists
must be able to discuss sexual topics comfortably, address issues such as discrimination,
and display good general therapy skills. Further, participants strongly agreed in the
importance of therapists recognizing their limits of competence. Additional “strongly
agree” statements included the importance of therapists understanding the ethics of
working in small communities, gaining professional experience in sexual diversity, and
utilizing online resources.
Participants expressed a mixture of agreement related to the knowledge and
training needed for therapist to be competent in working with alternative sexual lifestyles.
The knowledge included information specific to alternative sexual lifestyles, such as
culture and language, as well as related information (e.g., sexual diversity, general
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diversity, sex therapy). The training identified included conferences, coursework specific
to alternative sexual lifestyles, coursework on related topics, continuing education, and
clinical experience with supervision. The availability of readings, research, practice
guidelines, consultation, and interactions with the community were also agreed to be
important for therapist competency.
Training needs. The participants strongly agreed with the need for training in
many general topics, such as training to understand ethics of working in a small
community, build good counseling skills, understand sexual diversity, know competency
limits and when to refer, discuss sexual topics comfortably, and be able to address issues
such as discrimination. Additionally, the need for training to increase cultural
competency, self-reflection, and non-pathologizing attitudes were also agreed with
strongly. Participants expressed a strong agreement that courses and continuing
education specific to alternative sexual lifestyles is needed.
The participants displayed various levels of agreement for other statements related
to training. They agreed that training focused on increasing appreciation and respect for
clients who live alternative sexual lifestyles was beneficial as well as training that
enhances non-judgmental, open-minded, and unbiased perspectives. Additionally,
participants agreed in the helpfulness of training that emphasizes these clients have
similar needs as other clients and should be able to define their identity and therapy goals.
Further, there was agreement that training and information specific to alternative sexual
lifestyles and related topics (e.g., diversity, relationship counseling, sex therapy) should
be available, including courses, workshops, readings, online resources, and practice
guidelines. In addition, participants noted the need for clinical experience with clients
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who live alternative sexual lifestyles or represent sexual diversity under the supervision
of a knowledgeable therapist as well as continued consultation when not under
supervision. Participants also agreed that interactions with the alternative sexual lifestyle
community were beneficial.
Based on some of the comments specific to training needs, it appears that, while
participants agreed on the benefit of these types of training experiences, several
participants also recognized the limitations of graduate programs. This is summarized by
a participant who stated, “Training would be nice, but this is such a specialized area, this
really needs to be a singular interest area of the therapist for CEU's. I don't see this as
general graduate education for every student.”

53

Chapter 5
Discussion
The findings of the study highlight the participants’ consensus that clients who
live alternative sexual lifestyles have similar needs as non-kink clients as well as needs
specific to their lifestyle. Thus, clients who live alternative sexual lifestyles need
therapists who are good therapists - knowledgeable and accepting of their specific needs
as well as willing to focus on other areas of mental health when necessary. This
necessitates that therapists spend time both learning about sexuality and diversity as well
as self-reflecting on their own sexuality and bias. Participants agreed that training
specific to work with clients who live alternative sexual lifestyles is difficult to find and
expressed a need for more formal coursework, workshops, and opportunities to interact
with kink clients both clinically and personally. These findings will be examined more
closely in the following sections separated by the major aspects of the study: client needs,
therapist competencies, and both available and needed training.
Client Needs
Consistent with findings that individuals who live alternative sexual lifestyles
have similar levels of mental health (Connolly, 2006; Jenks, 1998) and relationship
stability (Jenks, 1998; Rubin & Adams, 1986) and attend counseling for reasons not
related to their sexual behavior (Lawrence & Love-Crowell, 2008; Nichols, 2006),
participants agreed that clients with alternative sexual lifestyles come in for the same
issues other clients seek counseling for, such as depression, anxiety, relationship
concerns, and general mental health. Because of this, they require the same treatment
that others would be given without their sexuality being made the focus when it is not
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relevant to their presenting concern. Participants discussed the need for generally good
therapy, including empathy and unconditional positive regard, as well as the opportunity
to have a skilled clinician ask difficult questions that enhance personal exploration and
growth.
However, consistent with the findings of several researchers (Brown, 2010; Jenks
1998; Lawrence & Love-Crowell, 2008; Nichols, 2006; Nichols & Shernoff, 2006),
participants also agreed that some presenting concerns are specific to the kink
community, such as experiences of discrimination, internalized negative attitudes,
concerns about telling important others about their sexual lifestyle, and specific
challenges related to navigating these types of sexual relationships. Thus, participants
expressed a need for clients to be treated by culturally competent clinicians who are nonjudgmental, open-minded, unbiased, and knowledgeable about the community the client
identifies with as well as the diversity of human sexual expression. Relatedly,
participants consented that clients benefit from clinicians who take a social advocacy
stance related to alternative sexual lifestyles. Participants also agreed that clients need
therapists who are comfortable with the topics discussed and are able to discuss sexual
and novel topics without becoming upset or having inappropriate reactions. This call for
comfort and cultural competency is supported by the findings of researchers who state
that therapy is not value free, particularly related to sex and sexuality (Ford & Hendrick,
2003), and therapist adherence to societal norms of sexuality or discomfort with sexual
topics can negatively impact clients and therapy outcomes (Evans, 2000; Harris & Hays,
2008; Kleinplatz, 2009, Pukall, 2009).
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Therapist Competencies
Similarly to client needs, participants agreed on the importance of clinicians
displaying generally good therapy skills, including unconditional positive regard and
empathy. In addition, therapists need to focus on the presenting concerns of the client
and be able to distinguish if and when the client’s sexual behavior is part of the
presenting concern. Participants recognized the balance of maintaining a view that
individuals with alternative sexual lifestyles are as healthy and “normal” as their nonkink peers but that there may be some pathology present. Thus, clinicians need to be
skilled in assessing what is positive, healthy, and an addition to the client’s sexual life as
well as recognizing and addressing the presence of pathology without pathologizing the
client’s sexual behavior unnecessarily. Understanding of what is considered pathological
sexual behavior is currently under debate by the psychological community as evidenced
by recent challenges in revising the DSM (First, 2010; Wright, 2010), and this could
create difficulty as therapists work with clients in this community. However, participants
gained consensus related to therapists needing to be able to recognize problems with
consent and respond by performing a risk assessment when sexual behavior has crossed
into being harmful as well as knowing when their concern is due to their own discomfort
with the sexual behavior.
Additionally, in being good therapists, participants agreed to the need for kinkaware clinicians to know their limits of competence and be willing to seek more
information when needed, which is consistent with the suggestion of Lawrence and LoveCrowell (2008). Specifically, they should know when and how to consult with other
therapists, to consult regularly, and to refer when necessary. Additionally, in making
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referrals, the clinician must be careful that the client understands the need for the referral
in a way that reduces the likelihood that it will increase shame and guilt.
Relatedly, participants agreed that clinicians need to develop a sex-positive,
normal variations model of psychosexual development that emphasizes the diversity and
fluidity of sexuality. Primarily, participants highlighted various areas of knowledge
needed by competent therapists. Areas of knowledge discussed included sexuality,
sexual diversity, general diversity, relationship counseling, and alternative sexual
lifestyles specifically. Since participants considered this an area of specialization, some
of the knowledge areas specifically mentioned related to alternative sexual lifestyles
included the norms, history, language, role of consent, unique power dynamics, and the
benefits and challenges of participating in the lifestyle. Additionally and consistent with
the research of Nicols (2006) and Lawrence and Love-Crowell (2008), therapists must
able to understand the ethics of working in a small community. In order to aid in the
understanding of the alternative sexual lifestyle community, participants described the
need for clinicians to personally and professionally interact with the community through
events such as conferences, support groups, and community events.
In addition to knowledge about sexuality, diversity, and alternative sexual
lifestyles, participants agreed that clinicians should do their own exploration of their
sexuality and become comfortable with the topic. This leads to an open, non-judgmental
stance necessary to work with others related to their sexuality and sexual behavior. As
part of this exploration, they need to be willing to self-reflect and become aware of their
own countertransference when working with clients. Additionally, they must learn how
to discuss sexual topics in non-sexualized ways and without embarrassment. Finally,
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participants concurred that it is important that clinicians be willing to be uncomfortable at
times but remaining open and unbiased. Training has been identified as a primary source
of knowledge as well as an avenue for changing attitudes and comfort level (Anderson,
1986; Donovan, 2011; Weerakoon et al., 2008; Wieck Cupit, 2010).
Available Training
Participants agreed that training related to alternative sexual lifestyles was
essentially non-existent, which is consistent with the findings of Asher (2007), Ford and
Hendrick (2003), Humphrey (2000), Miller and Byers (2010), Moser (2009), and
Wiederman and Sansone (1999). However, several participants discussed informal
sources of training, such as the availability of professional conferences, readings, and
community events for alternative sexual lifestyles, as ways clinicians can increase their
competency. Participants described human sexuality courses and formal training, such as
workshops, as being helpful. Additionally, diversity courses were mentioned as arenas to
begin exploring bias and understanding various ways of being. Courses on relationship
counseling, self-esteem, and personality development were also noted as sources of some
information that can be helpful for work with alternative sexual lifestyles. Participants
discussed seeking out clients in practica and internship sites as well as personally trying
to gain exposure to the community through available events. Additionally, resources
such as videos and case studies of work with alternative sexual lifestyles were mentioned
as sources of information. Overall, it seem participants agreed that some information is
available through multiple arenas; however, given that most participants disagreed with
the availability of training specific to alternative sexual lifestyles in their graduate

58

program, there is very little coherent and direct training for working with this population
so opportunities need to be actively sought out and pieced together.
Training Needs
Training needs were discussed in relation to increasing clinician knowledge,
improving skill, and addressing attitudes. Specifically, participants agreed that, at a
minimum, alternative sexual lifestyles should be mentioned in all related courses (e.g.,
diversity, sexuality, couples counseling) with a focus on how the material applies to this
community. Additionally, participants expressed that introductory courses or seminars
on alternative sexual lifestyles with suggestions for how to obtain more information
would be helpful. Participants concurred that related courses, such as those on human
sexuality and diversity would be beneficial, particularly in allowing therapists in training
to learn about the topic as well as assess their attitudes and bias related to sexual
diversity. Participants also suggested that these types of courses can help therapists learn
to address these topics comfortably. Finally, courses on relationship counseling were
mentioned, particularly courses that go beyond focusing on heterosexual, monogamous
relationships or applying these norms to all sexual relationships. Incorporating cross
discipline readings and case studies into course material was also highlighted.
Relatedly, participants consented to the need for therapists to continue to learn
and discuss topics related to alternative sexual lifestyles even after formal training. Ways
mentioned to continue this training were consultation groups, reading groups, workshops,
and continuing education. Additionally, participants believed continued research,
particularly on non-clinical samples, would be beneficial for practitioners. However,
they recognized that these types of research projects often face difficulty with funding
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and university support. Participants agreed that clinicians, educators, and students must
carefully examine the sources of the literature and research on alternative sexual lifestyles
in order to recognize any bias and pathologizing that may be present.
Participants obtained consensus related to the importance of gaining clinical
experience in working with alternative sexual lifestyles in practica and internships
settings with competent supervisors. Not only did they see these direct experiences as
important but they also highlighted the benefit of working in settings where sexual
diversity is appreciated and made a focus, as evidenced by their paperwork, intake
questions, and clinical discussions. Participants concurred related to the value of
incorporating literature, videos, and case studies in practice settings as well.
Related to all of these types of training, participants agreed to the benefits of
including interaction with the community. For example, they mentioned having access to
non-clinical individuals who live alternative sexual lifestyles can be beneficial, such as
having panels and guest speakers visit classes, workshops, conferences, and training sites.
Limitations
Although the use of the Delphi method was indicated considering the nature and
purpose of the study, there are several limitations of the Delphi method that may have
influenced the findings. One main limitation includes the challenges in defining and
determining the expert status of participants (Goodman, 1987; Hsu & Sandford, 2007).
Although care was taken to consider relevant factors that indicate whether a professional
would qualify as an expert and find an efficient and effective way to identify as many
experts as possible, it is likely some very knowledgeable professionals were not
identified or were eliminated for the list of potential participants. For example, all
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participants of the study represented doctoral level degrees even though it is likely that
masters level clinicians also see clients with alternative sexual lifestyles in a variety of
settings and may provide different perspectives on the needs of kink clients and
competencies necessary to do good work with this population. Thus, it would be
beneficial in future studies to possibly expand the definition of “expert” in order to gather
a broader range of professionals. Additionally, participants ultimately self-selected for
the study and were found on the same website, impacting random selection. These
factors increase the likelihood that participants were like-minded and may not have
represented a variety of perspectives that could have benefited the results. Future studies
could use different ways of identifying potential participants, such as asking members of
the kink community for the names of therapists who have a reputation of working well
with alternative sexual lifestyles.
Additionally, although the recommendations for the Delphi method were followed
as closely as possible given specific needs of the study (e.g., low initial response rate
leading to longer data collection time in Round 1), there is not a universal set of rules for
conducting the Delphi method, which challenges the validity of the results (Hesson et al.,
2000). Further, repetition between rounds 2 and 3 may have led to disinterest in the study
by participants and the large amount of open-ended information at the beginning of the
study may have fatigued participants and reduced their efforts in the study. Potential
participants may also have been discouraged from participating in the study due to the
description of the time commitment necessary for the Delphi method. Further, there was
a significant amount of participant drop out between Round 1 and Round 3, possibly due
to the length and time commitment of the study. However, this attrition likely did not
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significantly impact the results of the study due to the bulk of the results coming from the
Round 1 open-ended questions and subsequent rounds being primarily for refinement and
clarification. Thus, it may be beneficial for future studies to determine other methods of
gaining the information that will not require the same level of commitment from
participants. For example, interviews may reduce the amount of attrition and increase
participant investment in the study as well as increase depth of information obtained due
to the ability for the researcher to ask follow up questions.
Future Directions
Now that the perspectives of professionals have been explored related the needs
of clients who live alternative sexual lifestyles and therapist competencies that help meet
these needs, it would be beneficial to survey clients with alternative sexual lifestyles to
explore their perspective of therapy. Their perception of their own needs in therapy as
well as the therapist characteristics and experiences in therapy that were particularly
helpful or hindering would be important in enhancing knowledge of work with this
community. This could both inform individual therapist behavior in their clinical work as
well as education and training targeting those who work with this population.
Additionally, it would be beneficial to talk with non-clinical individuals who live
alternative sexual lifestyles on a variety of topics, such as the benefits and challenges of
living alternative sexual lifestyles and their perception of the availability and helpfulness
of the psychological community. Exploring the experience of non-clinical kink
individuals could enrich the understanding of the community and ways to be supportive
of the community in order to reduce the likelihood of their needing services. For
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example, efforts could be focused on reducing factors that might bring individuals into
counseling, such as stigma and discrimination.
Related to training, it would be beneficial to continue and expand research to
understand the impact of courses and training specific to sexuality and alternative sexual
lifestyles in changing attitudes, skill, and knowledge. Relatedly, surveying students,
administrators, and faculty on their perception of the need and availability of sexuality
and alternative sexual lifestyle courses and training would help to understand the current
attitudes and concerns related to these topics. Additionally, given that lack of recent
research on values and attitudes of clinicians, it would beneficial to revisit this topic.
Conclusions
Although sex is a fundamental aspect of human development and functioning
(Fyfe, 1980), it is often a topic that involves silence and embarrassment even in the field
of psychology (Evans, 2000; Kleinplatz, 2009; Pukall, 2009). Alternative sexual
lifestyles, such as consensual paraphilias, BDSM, open marriages, and polyamory, are
often stigmatized and misunderstood by society (Brown, 2010; Jenks, 1998) and
professionals (Ford & Hendrick, 2003; Kolmes et al., 2006; Nichols, 2006). Although
some professionals consider themselves to be kink-aware, many professionals do not
have the specialized knowledge or positive attitudes needed to competently work with
individuals who identify as being part of the alternative sexual lifestyle community
(Kolmes et al., 2006). Since around 500 individuals per year seek assistance from the
NCSF due to discrimination related to their participation in alternative sexual behavior
(Wright, 2010), it is important for those in the mental health field to prepare themselves
to be able to work with clients who live alternative sexual lifestyles. Several barriers to
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addressing sexual concerns of clients have been identified but the most consistent were
lack of comfort with and lack of training for addressing those concerns (Bancroft, 2009;
Ford & Hendrick, 2003; Fyfe, 1980; Kazukauskas & Lam, 2010; Moser, 2009;
Nasserzadeh, 2009; Pukall, 2009).
Given that therapists express a lack of comfort and knowledge in working with
general sexual concerns in therapy, there is a lack of education and training of sexual
topics, especially alternative sexual behaviors, and there is stigma and misunderstanding
associated with alternative sexual lifestyles, it is vital to conduct studies in this area in
order to better meet the needs of clients. Therefore, the purpose of this study was to add
to the research on alternative sexual lifestyles by expanding the exploration of the needs
of these clients and beginning to determine the competencies and training necessary to be
a kink aware professional.
The findings of this study supported previous research related to the needs of
clients who live alternative sexual lifestyles. Specifically, it was highlighted that these
clients come in for similar presenting concerns (e.g., depression, anxiety) as their nonkink peers as well as some unique concerns (e.g., discrimination and stigma) related to
their sexual behavior. Additionally, the results suggest their sexual behavior may be
related to mental health concerns. Therefore, the need for therapists to be skilled
practitioners in general as well as knowledgeable about alternative sexual lifestyles was
stressed. Additionally, therapist cultural competency, positive attitudes, comfort with
sexual topics, and knowledge of their competency limits were discussed as important for
work with this population. Training related to alternative sexual lifestyles was seen as
lacking but several formal and informal sources of training, such as the availability of
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professional conferences, readings, videos, workshops, related courses, and community
events for alternative sexual lifestyles, were identified as ways therapists can increase
their competency. This study highlighted the need for more coherent and available
training, such as specific courses, readings, clinical experiences, and consultation groups
in order to best serve clients who live alternative sexual lifestyles.

65

References
Anderson, W. (1986). Stages of therapist comfort with sexual concerns of clients.
Professional Psychology: Research and Practice, 17, 352-356.
Asher, R. L. (2007). Has training in human sexuality changed over the past twenty
years? A survey of clinical psychology, counseling psychology, and doctor of
social work programs. (Doctoral dissertation). Retrieved from ProQuest
Information and Learning Company. (700170000).
Bancroft, J. (2009). Sex therapy needs building not deconstruction. Archives of Sexual
Behavior, 38, 1028-1030. doi: 10.1007/s10508-009-9471-0
Barker, M. (2005). This is my partner, and this is my…partner’s partner: Constructing a
polyamorous identity in a monogamous world. Journal of Constructivist
Psychology, 18, 75–88. doi: 10.1080/10720530590523107
Bezreh, T., Weinberg, T. S., & Edgar, T. (2012). BDSM disclosure and stigma
management: Identifying opportunities for sex education. American Journal of
Sexuality Education, 7, 37-61. doi: 10.1080/15546128.2012.650984
Binik Y. M., & Meana, M. (2009). The future of sex therapy: Specialization or
marginalization? Archives of Sexual Behavior, 38, 1016-1027. doi:
10.1007/s10508-009-9475-9
Bridoux, D. (2000). Kink therapy: SM and sexual minorities. In C. Neal & D. Davies
(Eds.) Pink therapy 3: Issues in Therapy with Lesbian, Gay, Bisexual and
Transgender Clients (pp. 22-34) Buckingham, UK: Open University Press.

66

Brown, T. O. L. (2010). “If someone finds out you’re a perv”: The experience and
management of stigma in the BDSM subculture. (Unpublished master’s thesis).
Ohio University, Athens, OH.
Colson, M. H. (2010). Female orgasm: Myths, facts and controversies. Sexologies, 19, 814. doi: 10.1016/j.sexol.2009.11.004
Connolly, P. H. (2006). Psychological functioning of bondage/domination/sadomasochism (BDSM) practitioners. Journal of Psychology and Human Sexuality,
18, 79-120. doi:10.1300/J056v18n01_05
Crooks, R., & Baur, K. (2011). Our Sexualities (11th ed.). Belmont, CA: Wadsworth
Cengage Learning.
Dalkey, N. C. (1969). The Delphi method: An experimental study of group opinion. Santa
Monica, CA: The RAND Corporation.
Donovan, C. (2011). Examining the relationship between human sexuality training and
therapist comfort addressing sexuality with clients. (Unpublished masters thesis).
Smith College School of Social Work, Northampton, Massachusetts.
Evans, D. T. (2000). Speaking of sex: The need to dispel myths and overcome fears.
British Journal of Nursing, 9, 650-655. doi:10.1080/14681990802199926
First, M. B. (2010). DSM-5 proposals for paraphilias: Suggestions for reducing false
positives related to the use of behavioral manifestations. Archives of Sexual
Behavior, 39, 1239-1244. doi: 10.1007/s10508-010-9657-5
Ford, M. P., & Hendrick, S. S. (2003). Therapists’ sexual values for self and clients:
Implications for practice and training. Professional Psychology: Research and
Practice, 34, 80–87. doi: 10.1037/0735-7028.34.1.80

67

Fyfe, B. (1980). Counseling and human sexuality: A training model. Personnel and
Guidance Journal, 59, 147-150. doi: 10.1177/1066480711408028
Goodman, C. M. (1987). The Delphi technique: A critique. Journal of Advanced Nursing,
12, 729-734. doi: 10.1111/j.1365-2648.1987.tb01376.x
Gray, L. A., House, R. M., & Eicken, S. (1996). Human sexuality instruction:
Implications for couple and family counselor educators. The Family Journal, 4,
208-216. doi: 10.1177/1066480796043004
Gustafson, D. H., Shukla, R. K., Delbecq, A., & Walster, G. W. (1973). A comparative
study of differences in subjective likelihood estimates made by individuals,
interacting groups, Delphi groups, and nominal groups. Organizational Behavior
and Human Performance, 9, 280-291. doi: 10.1016/0030-5073(73)90052-4
Haboubi, N. H. J., & Lincoln, N. (2003). Views of health professionals on discussing
sexual issues with patients. Disability and Rehabilitation, 25, 291-296. doi:
10.1080/0963828021000031188
Harris, S. M., & Hays, K. W. (2008). Family therapist comfort with and willingness to
discuss client sexuality. Journal of Marital and Family Therapy, 34, 239-250. doi:
10.1111/j.1752-0606.2008.00066.x
Hasson, F., Keeney, S., & McKenna, H. (2000). Research guidelines for the Delphi
survey technique. Journal of Advanced Nursing, 32, 1008-1015. doi:
10.1046/j.1365-2648.2000.t01-1-01567.x
Hsu, C., & Sandford, B. A. (2007). The Delphi technique: Making sense of consensus.
Practical Assessment, Research & Evaluation, 12, 1-8.

68

Humphrey, K. M. (2000). Sexuality counseling in counselor preparation programs. The
Family Journal, 8, 305-308. doi: 10.1177/1066480700083018
Jenks, R. J. (1998). Swinging: A review of the literature. Archives of Sexual Behavior,
27, 507-521. doi: 10.1023/A:1018708730945
Kassoff, E. (1989). Nonmonogamy in the lesbian community. Women & Therapy, 8, 167182. doi: 10.1300/J015v08n01_14
Kazukauskas, K. A., & Lam, C. S. (2010). Disability and sexuality: Knowledge, attitudes,
and level of comfort among certified rehabilitation counselors. Rehabilitation
Counseling Bulletin, 54, 15-25. doi: 10.1177/0034355209348239
Kleinplatz, P. J. (2009). Consumer protection is the major purpose of sex therapy
certification. Archives of Sexual Behavior, 38, 1031-1032. doi: 10.1007/s10508009-9473-y
Kolmes, K., Stock, W., & Moser, C. (2006). Investigating bias in psychotherapy with
BDSM clients. Journal of Homosexuality, 50, 301-324. doi:
10.1300/J082v50n02_15
Kolmes, K., & Weitzman, G. (2010). A guide to choosing a kink-aware therapist.
Retrieved from
https://ncsfreedom.org/images/stories/pdfs/KAP/kap_white_paper%20final.pdf
Lawrence, A. A., & Love-Crowell, J. (2008). Psychotherapists’ experience with clients
who engage in consensual sadomasochism: A qualitative study. Journal of Sex &
Marital Therapy, 34, 67-85. doi: 10.1080/00926230701620936
Lowenstein, L. F. (2002). Fetishes and their associated behavior. Sexuality and
Disability, 2, 135-147. doi: 10.1023/A:1019882428372

69

Magnan, M. A., & Reynolds, K. (2006). Barriers to addressing patient sexuality concerns
across five areas of specialization. Clinical Nurse Specialist, 20, 285-292. doi:
10.1097/00002800-200611000-00009
Miller, S. A., & Byers, E. S. (2008). An exploratory examination of the sexual
intervention self-efficacy of clinical psychology graduate students. Training and
Education in Professional Psychology, 2, 137-144. doi: 10.1037/19313918.2.3.137
Miller, S. A., & Byers, E. S. (2010). Psychologists’ sexual education and training in
graduate school. Canadian Journal of Behavioral Science, 42, 93-100. doi:
10.1037/a001857193
Moser, C. (2009). So where do we go from here? Archives of Sexual Behavior, 38, 10351036. doi: 10.1007/s10508-009-9469-7
Nagge, R. J. (1984). Training peer counselors and professionals in human sexuality and
family life education. Canadian Journal of Community Mental Health, 3, 91-99.
Nasserzadeh, S. (2009). “Sex Therapy”: A marginalized specialization. Archives of
Sexual Behavior, 38, 1037-1038. doi: 10.1007/s10508-009-9537-z
National Coalition for Sexual Freedom (2012). The kink aware professionals directory.
Retrieved from https://ncsfreedom.org/key-programs/kink-awareprofessionals/kap-program-page.html
Nichols, M. (2006). Psychotherapetic Issues with “kinky” clients: Clinical problems,
yours and theirs. Journal of Homosexuality, 50, 281-300. doi:
10.1300/J082v50n02_14t

70

Nichols, M., & Shernoff, M. (2006). Therapy with sexual minorities: Queering practice.
In S. R. Leiblum (Ed.). Principles and practice of sex therapy (4th ed., pp. 379415). New York: Guilford Publications, Inc.
Powell, K., Wagner, H. J., Allen, B., Laskowski, V., Bridges, S. K., & Baggett, L. R.
(2011). Addressing sexual issues in therapy: Expanding consciousness regarding
therapist characteristics. Poster presented at the annual meeting of the American
Psychological Association, Washington, D.C.
Pukall, C. F. (2009). Sex therapy is a special because it deals with sex. Archives of Sexual
Behavior, 38, 1039-1040. doi: 10.1007/s10508-009-9468-8
Reissing E. D., & Di Giulio, G. (2010). Practicing clinical psychologists’ provision of
sexual health care services. Professional Psychology: Research and Practice, 41,
57–63. doi: 10.1037/a0017023
Roman, M., Charles, E., & Karasu, T. B. (1978). The value system of psychotherapists
and changing mores. Psychotherapy: Theory, Research, and Practice, 15, 409415. doi: 10.1037/h0086037
Rubin, A. M., & Adams, J. R. (1986). Outcomes of sexually open marriages. The Journal
of Sex Research, 22, 311-319. doi: 10.1080/00224498609551311
Rubin, R. H. (2001). Alternative lifestyles revisited, or whatever happened to swingers,
group marriages, and communes? Journal of Family Issues, 22, 711-726. doi:
10.1177/019251301022006003
Skulmoski, G. J., Hartman, F. T., & Krahn, J. (2007). The Delphi method for graduate
research. Journal of Information Technology Education, 6, 1-21.

71

Southern, S., & Cade, R. (2011). Sexuality counseling: A professional specialization
comes of age. The Family Journal, 19, 246-262. doi: 10.1177/1066480711408028
Stiles, B. L., & Clark, R. E. (2011). BDSM: A subcultural analysis of sacrifices and
delights. Deviant Behavior, 32, 158-189. doi: 10.1080/01639621003748605
The Kinsey Institute. (n.d.). Data from Alfred Kinsey’s studies. Retrieved from
http://www.iub.edu/~kinsey/resources/ak-data.html#Scope
Wagner, H. J., Powell, K., Baggett, L., & Bridges, S. K. (2011). Sexual concerns in
therapy: Raising consciousness about general counseling limitations. Poster
presented at the annual meeting of the American Psychological Association,
Washington, D.C.
Weerakoon, P., Sitharthan, G., & Skowronski, D. (2008). Online sexuality education and
health professional students’ comfort in dealing with sexual issues. Sexual and
Relationship Therapy, 23, 247-257. doi: 10.1080/14681990802199926
Wieck Cupit, R. (2010). Counselors' comfort levels and willingness to discuss sexual
issues with couples they counsel. (Unpublished doctoral dissertation). University
of New Orleans Theses and Dissertations. Paper 1150.
Wiederman, M. W., & Sansone, R. A. (1999). Sexuality training for professional
psychologists: A national survey of training directors of doctoral programs and
predoctoral internships. Professional Psychology: Research and Practice, 30,
312-317. doi: 10.1037/0735-7028.30.3.312
Wright, S. (2008). Second national survey of violence & discrimination against sexual
minorities. Retrieved from https://ncsfreedom.org/resources/bdsm-survey/2008bdsm-survey-fast-facts.html

72

Wright, S. (2010). Depathologizing consensual sexual sadism, sexual masochism,
transvestic fetishism, and fetishism. Archives of Sexual Behavior, 39, 1229-1230.
doi: 10.1007/s10508-010-9651-y
Zwibelman, B. B., & Hinrichsen, J. J. (1977). Effects of training on peer counselor
responses to human sexuality problems. Journal of Counseling Psychology, 24,
359- 364. doi: 10.1037/0022-0167.24.4.359

73

Appendix A
Recruitment Letter
Dear _____________,
You were identified as a counseling professional who works with straight and LGBT
individuals who engages in alternative sexual lifestyles (e.g., polyamory, open marriages,
fetishes, BDSM, etc.). I am writing to invite you to participate in our study: a Delphi
investigation of the needs of individuals who participate in these lifestyles, the
competencies needed for therapists who work with these topics, and the training
experiences necessary to gain competence. If you choose to participate in the study, you
will have an opportunity to reflect upon the needs of your clients as well as competencies
and training necessary to effectively work with individuals who participate in alternative
sexual lifestyles. In addition, you will have the opportunity to learn about other
clinicians’ knowledge in this area. You will also receive a copy of the results when the
study is competed.
The study will involve three rounds. The first round will contain 4 open-ended questions
and will take approximately 20 minutes to complete. For the second and third rounds, you
will be asked to indicate your level of agreement to a list of statements. It is estimated
that the second and third rounds will take approximately 10 minutes each to complete. If
you choose to participate, you will be emailed a link to a website where the questions and
statements will be provided.
Thank you for your time and thank you in advance for your assistance with the research
project.
Sincerely,
Jami C. Voss, M.Ed.
Doctoral Student, Counseling Psychology
100 Ball Hall
The University of Memphis
Memphis, TN 38152
e-mail: jvoss1@memphis.edu
Faculty supervisor:
Sara K. Bridges, PhD
Associate Professor, Counseling Psychology
100 Ball Hall
The University of Memphis
Memphis, TN 38152
t: 901.678.2081
f: 901.678.5114
e-mail: sbridges@memphis.edu
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Appendix B
Informed Consent
By clicking “agree” on this page, I am indicating my consent to participate in the research
study, Alternative Sexualities and Therapy: Toward the Development of Professional
Competencies. I understand that this research is being conducted by Jami Voss under the
supervision of Dr. Sara Bridges, an Associate Professor at The University of Memphis. I
am aware that I can contact Dr. Bridges through the Department of Counseling,
Educational Psychology and Research at The University of Memphis (901-678-2841)
should I have any questions about this study or if any problems arise from this study. I
further understand that if I have concerns about my (or others’) rights as a participant, I
may also contact Beverly Jaconik, Administrator for the Institutional Review Board for
the Protection of Human Subjects at (901) 678-2533.
I understand that I will be asked to participate in three rounds of questions, provided
online, which should take approximately 30 minutes to complete in total. I have been
asked to answer the questions as honestly and accurately as possible in order to maintain
the integrity of the study. I have been informed that all identifying information will be
removed from all data.
I understand that my participation in this research project will not entail any foreseeable
risks to exceed those experienced in daily life. I’m also aware that The University of
Memphis does not have any funds budgeted for compensation for injury or damages. A
potential benefit of participating in this study is that I will have an opportunity to reflect
upon the needs of my clients who engage in alternative sexual lifestyles as well as the
competencies and training necessary to effectively work with these clients. I will also
learn about other clinicians’ knowledge in this area. I recognize that after the completion
of the study the findings may be submitted for publication in an academic journal. I
further understand that if this happens, my anonymity will be protected and all
identifying information will be removed.
I understand that I can withdraw from the study at any time during the completion of the
study. I realize that my participation is completely voluntary. I understand that there is no
penalty if I refuse or withdraw from the study. By clicking agree below, I confirm that I
have read and understood this Consent Form and that I consent to participate in this
study.
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Appendix C
Demographic Questionnaire
1. What is your highest degree obtained? Bachelors (_); Masters (_); Doctorate (_)
2. What type of graduate program did you attend? Clinical Psychology (_); Counseling
Psychology (_); Counseling (_); Marriage and Family Therapy (_); Social Work (_);
Other (_) please specify: __________________
3. How many years have you been in practice?
4. What license do you hold? Psychologist (_); LPC (_); LCSW (_); LMFT (_);
Certified Sex Therapist [CST] (_); Other (_), please specify:
5. How long have you worked with clients who participate in alternative sexual
lifestyles?
6. Are you a member of a professional organization related to working with this
population (e.g., American Association of Sexuality Educators, Counselors, and
Therapists [AASECT])? If so, which one(s)?
7. Do you advertise as having a specialty in sex therapy or as a kink-aware therapist?
8. Have you written/published and/or presented at a professional conference or
workshop any information regarding working with people who live alternative sexual
lifestyles?
9. Do you teach or train others about alternative sexual lifestyles or human sexual
behavior?
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Appendix D
Survey Questions
1. What do you believe are the needs of individuals in counseling who participate in
alternative sexual lifestyles (e.g., polyamory, swinging, fetishes, etc.)?
2. What competencies are necessary for therapists who work with individuals involved
in alternative sexual lifestyles?
3. What training experiences assist in gaining increased competency for working with
these clients?
4. What training opportunities were not available in graduate programs or continuing
education but would be important for increasing the competency of therapists for
working with individuals who participate in alternative sexual lifestyles?
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Appendix E
Round 1 Reminder Emails
Hello ____________,
I hope this email finds you all well! So far for round 1 of the kink-aware study we’ve
gotten 5 responses. Thank you for responding if you already have. If not, please try to
complete the questions at your earliest convenience by clicking on the following link. I
am hoping to start round 2 in about a week.
https://www.surveymonkey.com/s/AlternativeSexualities
Thank you!
Jami Voss, M.Ed.
Doctoral Candidate, Counseling Psychology
University of Memphis

Hello _____________,
I hope this email finds you well! So far for round 1 of the kink-aware study we’ve gotten
9 responses. Thank you for responding if you already have. If not, please try to complete
the questions at your earliest convenience by clicking on the following link. I am hoping
to start round 2 in about a week.
https://www.surveymonkey.com/s/AlternativeSexualities
Thank you!
Jami Voss, M.Ed.
Doctoral Candidate, Counseling Psychology
University of Memphis
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Appendix F
Round 2 Email
Dear ____________,
Thank you for your participation in the Kink-Aware Study so far! I apologize that it took
longer than expected to compile and code the responses from round 1 of the study. The
information gathered in round 1 was excellent and I wanted to be sure it was all captured
in the next round. With that now complete we can move on to round 2. The next two
rounds should move more quickly and I anticipate being done before the middle of April.
Please click on the following link, which will bring you to next the survey.
https://www.surveymonkey.com/s/W9DTZBY
This part of the study should only take about 10 minutes of your time. Once all
participants complete this round, I will send the link to the third and final survey.
In the survey, I use the terms “alternative sexual lifestyle” and “kink” interchangeably. I
included an open-ended question at the end of the survey to allow you to comment on
anything about the topic and if you have a preference related to terminology, I invite you
to share your thoughts in that question.
I greatly appreciate your participation.
Jami Voss, M.Ed.
Doctoral Candidate, Counseling Psychology
University of Memphis
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Appendix G
Round 2 Survey
Please consider each of the following statement in relation to client with alternative
sexual lifestyles therapy needs, therapist competency needs, and training availability.
Although some statements are specific to training and might not seem applicable to client
needs, please think about whether and how these trainings might address a specific need
of the community.
1. Appreciation, respect, and acceptance are crucial when working with alternative sexual
lifestyles.

2. An important aspect for alternative sexual lifestyles is advocacy.

3. The ability to define their identity and goals in therapy is especially important for those
who live alternative sexual lifestyles.
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4. It is important that sexual behavior be discussed comfortably and without
embarrassment.

5. Attending relevant conferences in order to learn about a variety of topics, stay updated
on information, and connect with others is important for work with alternative sexual
lifestyles.
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6. It is important to consult with kink knowledgeable therapists when working with
alternative sexual lifestyles.

7. Continuing education opportunities on alternative sexual lifestyles available for all
therapists regardless of previous training is important.

8. Coursework that specifically covers alternative sexual lifestyles is needed.
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9. Coursework related to sexuality can help to work with alternative sexual lifestyles.

10. Kink aware clinicians need to be culturally competent.

11. Being able to address in therapy issues of discrimination, internalized negative
messages, and concerns in revealing one’s lifestyle to others is important.

83

12. Understanding ethics related to work with small communities where it is likely people
know each other is important to working with this population.

13. It is vital that therapists obtain clinical experience working with clients who live
alternative sexual lifestyles.

14. Professional experience with sexual diversity is important for being able to
competently work with this population.
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15. Good counseling skills are crucial for working with alternative sexual lifestyles (e.g.,
empathy, positive regard, authenticity, asking hard questions, processing choices).

16. Practice guidelines or recommendations for working with people living alternative
sexual lifestyles should be available.

17. Interactions (e.g., public events, Q&A's, panels, support groups, personal
interactions) are important in understanding and building competence in working with
alternative sexual lifestyles.
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18. It is important to understand the basic concepts of alternative sexual lifestyles (e.g.,
culture, terminology, power dynamics, consent, transparency, norms, history, challenges,
benefits, difference between harm and enhanced sexual life) when working with people
in the lifestyle.

19. Knowledge of sexual diversity and variations of sexual expression is important for
those working with alternative sexual lifestyles.
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20. It is important for therapists to know their competency limits related to working with
kink clients.

21. It is vital that therapists who work with alternative sexual lifestyles maintain a
nonjudgmental stance.

22. A nonpathologizing perspective is important related to alternative sexual lifestyles.
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23. Accurate and informative online resources are especially necessary when living or
working with alternative sexual lifestyles.

24. Openmindedness is important when working with alternative sexual lifestyles.

25. Clients with alternative sexual lifestyles go to therapy with a variety of concerns (e.g.,
depression, anxiety, relationships) and it is important that therapists not focus on their
sexuality when it is not related to their presenting concern.
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26. Sometimes psychopathology is involved in participation with alternative sexual
lifestyles and this should be recognized and acknowledged when necessary.

27. Readings (e.g., research, case studies, crossdiscipline materials) are important for
work with this population.
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28. Knowing when to refer based on limits of competence in working with this
population and navigating those referrals when necessary in a way that communicates
acceptance is an important aspect of working with alternative sexual lifestyles.

29. More research on how to work well with clients who live alternative sexual lifestyles
is necessary.

30. It is important to recognize that clients who live alternative sexual lifestyles have the
same needs as other clients.
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31. Therapist self reflection, particularly regarding attitudes, beliefs, own sexuality, and
sources of information, is important related to alternative sexual lifestyles.

32. Working with alternative sexual lifestyles is an area of specialization that requires
specific knowledge and training.
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33. Supervision by a kink aware supervisor is important when working with alternative
sexual lifestyles.

34. Couples therapy training with a focus on adjustments to make it applicable for
alternative sexual lifestyles is beneficial for work with kink clients.

35. Training specific to working with this population is important in order to become a
kink knowledgeable therapist.
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36. An unbiased stance is crucial for working with this population.

37. Diversity training is important for helping clinicians learn skills necessary to work
with alternative sexual lifestyle concerns.

38. Training specific to human sexuality is important for therapists who work with
alternative sexual lifestyles.
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39. Sex therapy training is helpful when working with this population.

40. Workshops are important for training those who work with alternative sexual
lifestyles.

41. Is there anything that was left out or any other feedback that you have?
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Appendix H
Round 2 Reminder Email
Hello,
I hope this email finds you all well! So far for round 2 of the kink-aware study we’ve
gotten 5 responses. Thank you for responding if you already have. If not, please try to
complete the survey at your earliest convenience by clicking on the following link.
https://www.surveymonkey.com/s/W9DTZBY I am hoping to end round 2 data
collection on Monday, March 30 and begin round 3 the following week.
Thank you!
Jami Voss, M.Ed.
Doctoral Candidate, Counseling Psychology
University of Memphis
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Appendix I
Round 3 Email
Dear ______________,
Thank you for your participation in the Kink-Aware Study so far! We are now in the
third and final round. Round 2 and round 3 are repetitious. This is intentional and
consistent with the Delphi method, which was used in this study. The Delphi method,
which is particularly useful for increasing the understanding of a topic by gathering
information from a group of experts, allows participants to provide information and
feedback as well as reassess statements based on the information provided by other
participants in an effort to gain consensus. It allows experts to interact indirectly in order
to obtain and refine a group opinion by having the opportunity to initially respond to
open ended questions followed by rounds of refining thoughts based on the responses of
the whole group or explaining thoughts if they remain different from the group in some
way. Therefore, for this round, I have removed statements that you all gave the same
rating during round 2 so what is left are statements where there was some disagreement. I
have included the frequency distributions of responses next to the response options for
each statement so you can see how others responded in round 2. Please select your
response and, if it is different from the majority response, please provide a reason for this
difference.
Clicking on the following link will bring you to next the survey.
https://www.surveymonkey.com/s/LLBNQC2 This part of the study should only take
about 25 minutes of your time.
I greatly appreciate your participation.
Jami Voss, M.Ed.
Doctoral Candidate, Counseling Psychology
University of Memphis
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Appendix J
Round 3 Survey
For each statement, please select your response and note the percentage of participants
who chose each response in round 2 (provided next to each response option). If your
response is different than the majority response in round 2, please provide a reason for
this difference.
For this page, please consider all statements in relation to client needs and think about
how important each statement is FOR CLIENTS.
1. An important aspect for alternative sexual lifestyles is advocacy.

2. The ability to define their identity and goals in therapy is especially important for those
who live alternative sexual lifestyles.

3. Attending relevant conferences in order to learn about a variety of topics, stay updated
on information, and connect with others is important for work with alternative sexual
lifestyles.

4. It is important that sexual behavior be discussed comfortably and without
embarrassment.
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5. It is important to consult with kink knowledgeable therapists when working with
alternative sexual lifestyles.

6. Continuing education opportunities on alternative sexual lifestyles available for all
therapists regardless of previous training is important.

7. Coursework that specifically covers alternative sexual lifestyles is needed.

8. Coursework related to sexuality can help to work with alternative sexual lifestyles.

9. Kink aware clinicians need to be culturally competent.

10. Being able to address in therapy issues of discrimination, internalized negative
messages, and concerns in revealing one’s lifestyle to others is important.
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11. Understanding ethics related to work with small communities where it is likely people
know each other is important to working with this population.

12. It is vital that therapists obtain clinical experience working with clients who live
alternative sexual lifestyles.

13. Professional experience with sexual diversity is important for being able to
competently work with this population.

14. Good counseling skills are crucial for working with alternative sexual lifestyles (e.g.,
empathy, positive regard, authenticity, asking hard questions, processing choices).

15. Practice guidelines or recommendations for working with people living alternative
sexual lifestyles should be available.

16. Interactions (e.g., public events, Q&A's, panels, support groups, personal
interactions) are important in understanding and building competence in working with
alternative sexual lifestyles.
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17. It is important to understand the basic concepts of alternative sexual lifestyles (e.g.,
culture, terminology, power dynamics, consent, transparency, norms, history, challenges,
benefits, difference between harm and enhanced sexual life) when working with people
in the lifestyle.

18. Knowledge of sexual diversity and variations of sexual expression is important for
those working with alternative sexual lifestyles.

19. It is important for therapists to know their competency limits related to working with
kink clients.

20. It is vital that therapists who work with alternative sexual lifestyles maintain a
nonjudgmental stance.

21. A non-pathologizing perspective is important related to alternative sexual lifestyles.
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22. Accurate and informative online resources are especially necessary when living or
working with alternative sexual lifestyles.

23. Open-mindedness is important when working with alternative sexual lifestyles.

24. Clients with alternative sexual lifestyles go to therapy with a variety of concerns (e.g.,
depression, anxiety, relationships) and it is important that therapists not focus on their
sexuality when it is not related to their presenting concern.

25. Sometimes psychopathology is involved in participation with alternative sexual
lifestyles and this should be recognized and acknowledged when necessary.

26. Readings (e.g., research, case studies, cross-discipline materials are important for
work with this population.

27. Knowing when to refer based on limits of competence in working with this
population and navigating those referrals when necessary in a way that communicates
acceptance is an important aspect of working with alternative sexual lifestyles.
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28. More research on how to work well with clients who live alternative sexual lifestyles
is necessary.

29. It is important to recognize that clients who live alternative sexual lifestyles have the
same needs as other clients.

30. Therapist self-reflection, particularly regarding attitudes, beliefs, own sexuality, and
sources of information, is important related to alternative sexual lifestyles.

31. Working with alternative sexual lifestyles is an area of specialization that requires
specific knowledge and training.

32. Supervision by a kink aware supervisor is important when working with alternative
sexual lifestyles.
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33. Couples therapy training with a focus on adjustments to make it applicable for
alternative sexual lifestyles is beneficial for work with kink clients.

34. Training specific to working with this population is important in order to become a
kink knowledgeable therapist.

35. An unbiased stance is crucial for working with this population.

36. Diversity training is important for helping clinicians learn skills necessary to work
with alternative sexual lifestyle concerns.

37. Training specific to human sexuality is important for therapists who work with
alternative sexual lifestyles.

38. Sex therapy training is helpful when working with this population.
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39. Workshops are important for training those who work with alternative sexual
lifestyles.

For this page, please consider all statements in relation to needed therapist skill and think
about how important each statement is FOR THERAPIST COMPETENCY.
40. Appreciation, respect, and acceptance are crucial when working with alternative
sexual lifestyles.

41. An important aspect for alternative sexual lifestyles is advocacy.

42. The ability to define their identity and goals in therapy is especially important for
those who live alternative sexual lifestyles.

43. It is important that sexual behavior be discussed comfortably and without
embarrassment.

44. Attending relevant conferences in order to learn about a variety of topics, stay
updated on information, and connect with others is important for work with alternative
sexual lifestyles.
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45. It is important to consult with kink knowledgeable therapists when working with
alternative sexual lifestyles.

46. Continuing education opportunities on alternative sexual lifestyles available for all
therapists regardless of previous training is important.

47. Coursework that specifically covers alternative sexual lifestyles is needed.

48. Coursework related to sexuality can help to work with alternative sexual lifestyles.

49. Being able to address in therapy issues of discrimination, internalized negative
messages, and concerns in revealing one’s lifestyle to others is important.
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50. Understanding ethics related to work with small communities where it is likely people
know each other is important to working with this population.

51. It is vital that therapists obtain clinical experience working with clients who live
alternative sexual lifestyles.

52. Professional experience with sexual diversity is important for being able to
competently work with this population.

53. Good counseling skills are crucial for working with alternative sexual lifestyles (e.g.,
empathy, positive regard, authenticity, asking hard questions, processing choices).

54. Practice guidelines or recommendations for working with people living alternative
sexual lifestyles should be available.

55. Interactions (e.g., public events, Q&A's, panels, support groups, personal
interactions) are important in understanding and building competence in working with
alternative sexual lifestyles.
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56. It is important to understand the basic concepts of alternative sexual lifestyles (e.g.,
culture, terminology, power dynamics, consent, transparency, norms, history, challenges,
benefits, difference between harm and enhanced sexual life) when working with people
in the lifestyle.

57. Knowledge of sexual diversity and variations of sexual expression is important for
those working with alternative sexual lifestyles.

58. It is important for therapists to know their competency limits related to working with
kink clients.

59. It is vital that therapists who work with alternative sexual lifestyles maintain a
nonjudgmental stance.

60. A non-pathologizing perspective is important related to alternative sexual lifestyles.

107

61. Accurate and informative online resources are especially necessary when living or
working with alternative sexual lifestyles.

62. Open-mindedness is important when working with alternative sexual lifestyles.

63. Clients with alternative sexual lifestyles go to therapy with a variety of concerns (e.g.,
depression, anxiety, relationships) and it is important that therapists not focus on their
sexuality when it is not related to their presenting concern.

64. Sometimes psychopathology is involved in participation with alternative sexual
lifestyles and this should be recognized and acknowledged when necessary.

65. Readings (e.g., research, case studies, cross-discipline materials) are important for
work with this population.

66. More research on how to work well with clients who live alternative sexual lifestyles
is necessary.
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67. It is important to recognize that clients who live alternative sexual lifestyles have the
same needs as other clients.

68. Working with alternative sexual lifestyles is an area of specialization that requires
specific knowledge and training.

69. Supervision by a kink aware supervisor is important when working with alternative
sexual lifestyles.

70. Couples therapy training with a focus on adjustments to make it applicable for
alternative sexual lifestyles is beneficial for work with kink clients.

71. Training specific to working with this population is important in order to become a
kink knowledgeable therapist.

72. An unbiased stance is crucial for working with this population.
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73. Diversity training is important for helping clinicians learn skills necessary to work
with alternative sexual lifestyle concerns.

74. Training specific to human sexuality is important for therapists who work with
alternative sexual lifestyles.

75. Sex therapy training is helpful when working with this population.

76. Workshops are important for training those who work with alternative sexual
lifestyles.

For this page, please consider all statements in relation to training needs and think about
whether TRAINING/EXPERIENCE SHOULD BE AVAILABLE IN GRADUATE
PROGRAMS.
77. Appreciation, respect, and acceptance are crucial when working with alternative
sexual lifestyles.
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78. An important aspect for alternative sexual lifestyles is advocacy.

79. The ability to define their identity and goals in therapy is especially important for
those who live alternative sexual lifestyles.

80. It is important that sexual behavior be discussed comfortably and without
embarrassment.

81. Attending relevant conferences in order to learn about a variety of topics, stay
updated on information, and connect with others is important for work with alternative
sexual lifestyles.

82. It is important to consult with kink knowledgeable therapists when working with
alternative sexual lifestyles.
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83. Continuing education opportunities on alternative sexual lifestyles available for all
therapists regardless of previous training is important.

84. Coursework that specifically covers alternative sexual lifestyles is needed.

85. Coursework related to sexuality can help to work with alternative sexual lifestyles.

86. Kink aware clinicians need to be culturally competent.

87. Being able to address in therapy issues of discrimination, internalized negative
messages, and concerns in revealing one’s lifestyle to others is important.

88. Understanding ethics related to work with small communities where it is likely people
know each other is important to working with this population.
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89. It is vital that therapists obtain clinical experience working with clients who live
alternative sexual lifestyles.

90. Professional experience with sexual diversity is important for being able to
competently work with this population.

91. Good counseling skills are crucial for working with alternative sexual lifestyles (e.g.,
empathy, positive regard, authenticity, asking hard questions, processing choices).

92. Practice guidelines or recommendations for working with people living alternative
sexual lifestyles should be available.

93. Interactions (e.g., public events, Q&A's, panels, support groups, personal
interactions) are important in understanding and building competence in working with
alternative sexual lifestyles.

94. It is important to understand the basic concepts of alternative sexual lifestyles (e.g.,
culture, terminology, power dynamics, consent, transparency, norms, history, challenges,
benefits, difference between harm and enhanced sexual life) when working with people
in the lifestyle.
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95. Knowledge of sexual diversity and variations of sexual expression is important for
those working with alternative sexual lifestyles.

96. It is important for therapists to know their competency limits related to working with
kink clients.

97. It is vital that therapists who work with alternative sexual lifestyles maintain a
nonjudgmental stance.

98. A non-pathologizing perspective is important related to alternative sexual lifestyles.

99. Accurate and informative online resources are especially necessary when living or
working with alternative sexual lifestyles.
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100. Open-mindedness is important when working with alternative sexual lifestyles.

101. Clients with alternative sexual lifestyles go to therapy with a variety of concerns
(e.g., depression, anxiety, relationships) and it is important that therapists not focus on
their sexuality when it is not related to their presenting concern.

102. Sometimes psychopathology is involved in participation with alternative sexual
lifestyles and this should be recognized and acknowledged when necessary.

103. Readings (e.g., research, case studies, cross-discipline materials) are important for
work with this population.

104. Knowing when to refer based on limits of competence in working with this
population and navigating those referrals when necessary in a way that communicates
acceptance is an important aspect of working with alternative sexual lifestyles.
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105. More research on how to work well with clients who live alternative sexual
lifestyles is necessary.

106. It is important to recognize that clients who live alternative sexual lifestyles have the
same needs as other clients.

107. Therapist self-reflection, particularly regarding attitudes, beliefs, own sexuality, and
sources of information, is important related to alternative sexual lifestyles.

108. Working with alternative sexual lifestyles is an area of specialization that requires
specific knowledge and training.

109. Supervision by a kink aware supervisor is important when working with alternative
sexual lifestyles.

110. Couples therapy training with a focus on adjustments to make it applicable for
alternative sexual lifestyles is beneficial for work with kink clients.
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111. Training specific to working with this population is important in order to become a
kink knowledgeable therapist.

112. An unbiased stance is crucial for working with this population.

113. Diversity training is important for helping clinicians learn skills necessary to work
with alternative sexual lifestyle concerns.

114. Training specific to human sexuality is important for therapists who work with
alternative sexual lifestyles.

115. Sex therapy training is helpful when working with this population.

116. Workshops are important for training those who work with alternative sexual
lifestyles.
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117. Do you have any last comments?
Thank you for your participation!
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Appendix K
Round 3 Reminder Email
Hello,
I hope this email finds you all well! So far for round 3 of the kink-aware study we’ve
gotten 4 responses. Thank you for responding if you already have! If not, please try to
complete the survey at your earliest convenience by clicking on the following link.
https://www.surveymonkey.com/s/LLBNQC2 I am hoping to end round 3 data collection
on Saturday, April 15 at noon.
Thank you!
Jami Voss, M.Ed.
Doctoral Candidate, Counseling Psychology
University of Memphis
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